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Abstiact
The purpose of this study was to carr out a large scale survey of occupational health nursing
practice in the UK. Such an overview would facilitate the identification of the main factors
currently influencing occupational health nursing practice and inform the construction of a
framework or a potential model which could benefit occupational health nursing practice and
education.
The research strategy involved accessing a representative sample of occupational health nurses
using data collection methods including interviews, on-site observation, and questionnaires' survey
in the UK during the period 1991-1992. Data collected during the study is divided into the
following three main categories. Stage 1 - Key persons' survey: A total of 83 postal questionnaires
were sent to key persons in the UK, other European countries and the US, with 38 being returned
(giving a response rate of 48%). Personal interviews were also carried out with 27 of the key
person subjects in the UK. Stage 2 - Workplace obscrvation: Four companies representing
banking, car manufacture, electricity generation, and food manufacture, were selected in order to
observe occupational health nurses' activities and to provide a contextual picture of occupational
health nursing practice. Stage 3 - Occupational health nurses' survey: 346 members of the local
groups of Occupational Health Nursing in the UK were surveyed, eliciting 251 replies (giving a
response rate of 72.5%). Following data collection, qualitative and quantitative analysis was
undertaken to yield information from the questionnaire. Statistical techniques such as Chi-square
and logistic regression analysis were employed on the data could be quantified using SPSS.
Using a series of logistic regression statistical tests, several influential internal and external factors
were found. Internal factors relating to the working environment included policy for occupational
health, policy for occupational health nursing, number of employees, type of organisation, and
equipment and facilities which were used in the occupational health department. Internal factors
relating to occupational health nurses' perceptions and beliefs included ideal roles, ideal functions,
characteristics and unique qualities. These factors appeared to be strongly related to various
components of the OH nurse's actual roles and functions. The most significant e"cternal factor
identified which influenced change in practice was education. A framework was developed on the
basis of these results, which is relevant to occupational health nursing education and practice.
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The importance of occupational health (OH) nursing has been recognised internationally (Rossi,
1987). In both developed and developing countries employers value good OH nursing practices
for their workers, with some having provided these services to employees for many years
(Radford, 1990). The focus of this research is current OH nursing practice in the United Kingdom
(UK) and an identification of the factors influencing that practice. A review of the literature was
undertaken to inform the proposed study and to provide comparative data where appropriate.
1.2 Development of occupational health nursing pnictice in the UK
OH nursing in the UK was pioneered by a few far-seeing nurses who were already working in the
field. Charley (1978) stated that "Industrial Britain has willed to have 'a splendid thing' in the form
of an OH service for its people and the industrial nurse was playing her part in its development".
She also described the work of industrial nurses as "the application of the science and art of
nursing to the needs of the worker at his place of employment".
The need for specialist training was first raised by the Royal College of Nursing (RCN) Public
Health section in 1932. The first formal course arranged with the aid of Bedford College, London,
was offered in 1934, where those who attended full time were awarded the Industrial Nursing
Certificate (Chancy, 1978). Up to 1981, 2,835 people had gained a certificate in Industrial or OH
nursing (Silverstone, 1982). Following a World Health Organisation (WHO) policy change in
1952, "industrial nurse" was renamed "occupational health nurse" and the industrial Nursing
Certificate became the Occupational Health Nursing Certificate (OHNC). The change was intended
to convey that nurses other in the field were now employed in many different settings and not
heavy industry alone such as in the service, sector in hospitals and universities.
It has long been the policy of the RCN to advocate a national OH service which could provide
facilities for all workers, but until such a service becomes a reality, the provision of OH service
is dependent largely on the employer or employing authority. At present there is no legal
obligation on the part of the employer to engage the services of an OH nurse or to provide an OH
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service, other than by implication, under the Health and Safety at Work Act (1974). The only
statutory requirement is the provision of first aid under the Health and Safety (First Aid)
Regulations (1981). Many establishments, both privately and state owned, provide OH services
on a voluntary basis; and it is a measure of the responsibility felt by many employers that the
number of OH services available today is as high as it is.
The structure of industrial and commercial enterprises in the UK varies widely from large
organisations with many thousands of people, to the small concerns employing only a few people.
Because of the voluntary nature of OH services in the UK there is wide variation among the
establishments. Both the size and type of service provided depends largely on the em plovers or
employing authority, the hazards involved and the economic capabilities of the specific enterpnse.
It is then, against this background, that the current provision of OH care must be viewed.
The services available to workers range from no OH service at all (as with some agricultural and
construction industries) through services which have a trained nurse working alone (with or
without OH training) to larger centres employing nurses (who are part of a larger OH and safety
team) giving around the clock cover. The team may include other OH specialists, for example,
a doctor and occupational hygienists. Many companies have overcome the difficulty of providing
a full service by participating in group health services. In this situation the trained nurse visits the
plant on a regular basis and is available to advise management, the first aider employed by the
company, or the individual himself, on all matters appertaining to health at work. This system is
usually fmanced on a per capita basis with all member companies contnbuting.
1.3 Bkgmund to the study
1.3.1 What is occupational health nursin&?
There have been various definitions applied to occupational health nursing by different
professional bodies. The American Association of Occupational Health Nurses (AAOHN, 1987)
has defined OH nursing as: "the application of nursing principles in conserving the health of
workers in all occupations. It involves prevention, recognition, and treatment of illness and mjuly
and requires special skills and knowledge in the fields of health education and counselling,
environmental health, rehabilitation, and human relations". The defInition given by the American
Nurses' Association (ANA, 1968) for OH nursing states that it is: "that speciality which applies
professional nursing principles in developing and carrying out a nursing service tailored to the
changing environment of the specific company as well as the needs of its employees".
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The Royal College of Nursing (RCN) in the UK (1985) has described OH nursing as:
"contributing to the promotion of a high degree of physical and mental health and well-being of
people at work, assisting with the prevention of illness and injury due to the work undertaken or
the working environment, and providing immediate treatment for illness or injury arising at work".
A more recent definition by the International Labour Organisation (ILO, 1983) has defined OH
nursing as: "the application of nursing practice and public health procedures for the purpose of
conserving, promoting and restoring the health of individuals and groups through their places of
employment".
1.3.2 What is an occupational health nurse?
There have been a number of answers to the question of what constitutes an occupational health
nurse. The Nursing Committee of the International Commission on Occupational Health (ICOH-
NC) has defined the specific role of the OH nurse as follows: "the OH nurse perceives the workers
as a total individual, treats his or her response to potential and/or existing adverse conditions, and
considers the implications that this response may have on the individual's family, social, cultural
and economic life." A less specific definition was provided by the AAOHN: the OH nurse is, "a
registered professional nurse employed by business, industry, or an organisation for the purpose
of conserving, protecting, or restoring the health of workers".
The definition by the United States Department of Labour (USDL) was more specific. It described
a registered industrial nurse as a nurse: "who gives nursing service under general medical direction
to ill or injured employees or other persons who become ill or suffer an accident on the premise
of a factory or other establishment. Duties involved a combination of the following: giving first-
aid to the ill or injured, attending to subsequent dressings of employees' injunes, keeping records
of the patients treated; preparing accident reports for compensation or evaluations of applicants
and employees; and planning and carrying out programs involving health education, accident
prevention, evaluation of plant environment, or other activities influencing the health, welfare, and
safety of all personnel".
The following definition has been agreed by the Society of Occupational Health Nursing within
the RCN (1991): N occupational health nurse is a qualified general nurse registered with the
United Kingdom Central Council for Nursing, Midwifery and Health Visiting who has attended
a post registration specialiscd course in OH nursing, recognised by the statutory bodies in the
United Kingdom."
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1.3.3 The number of occupational health nurses in the UK
From a paper in 1982, estimates as to the number of OH nurses in the UK varied. It was thought
that approximately 9000 nurses were working in OH nursing, although less than 3000 had been
awarded the specialist qualification available since 1934 (Silverstone and Williams, 1982). A
European Community (EC) report in 1992 estimated 6000 OH nurses in the UI( The Employment
Medical Advisory Service (EMAS) carried out a survey in 1976 and identified that only 19% of
practising OH nurses were qualified in the speciality (OH services - the way ahead). Silverstone
and Williams found a marked increase in 1982 with 33% of their 289 respondents holding the
qualification.
1.3.4 What is an occupational health service?
The ILO and WHO axe the bodies most frequently associated with defining the aims and
objectives, and outlining the purposes of an OH service. The ILO's recommendations (No 112)
concerning the establishment of OH services in industrial or other work settings may be
summarised as aiming to protect workers against health hazards arising out of their work or their
working environment and adapting work processes so that optimum physical and mental
adjustment of the worker is achieved.
The WHO's Technical Report 535 (WHO, 1973) outlined the objectives of an OH service in a
similar vein, but was more specific in relating to the identification and control of all "chemical,
physical, mechanical, biological, and psychosocial agents that were known to be or expected to
be very hazardous." Mention was made also of those people especially vulnerable to adverse
working conditions.
1.3.5 The occupational health and safety team
The principles of OH cannot be applied in isolation, however, they are inextricably linked to
safety principles. This necessitates a "team" approach to OH and safety problems - a fairly new
concept for some people and one of potential conflict. Traditionally the training of respective
disciplines has been entirely separate but this is changing in the UK, albeit slowly, in some
professional areas. Little cognisance has been taken of the results of a joint WHO conference
(1972) on the "Teaching of Health and Safety". It was concluded that traditional methods of
training were unsatisfactory if optimum use of skills was to be achieved.
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The occupational health and safety leant members
An ideal basic health and safety team consists of an OH physician, an OH nurse, an occupational
hygienist, a safety officer, and a first-aider. The OH nurses with their specialist qualification may
now be considered "professionals" whereas nursing alone was perceived as only a "semi-
profession". The situation is changing slowly as nurse's increase their educational base and move
further towards professionalism. Now in 1994 some well qualified OH nurses are leading not only
OH service teams, but in some cases OH and safety teams. However, there has been little research
into the co-ordination and effectiveness of OH and safety services. It may well be argued that "the
team" is too confined and realistically should include "management" and shop floor representatives
to be effective. Furthermore, in real terms the extended team approach exists only within large
sophisticated organisations where specially qualified doctors and OH nurses are to be found
working together (HSC, 1976).
Safely practitioners and the occupational health nurse
As a direct result of the Health and Safety at Work Act (1974) employers are required to establish
a Health and Safety Policy and acquaint all employees with its content. Since the mid-1970s,
many employers engaged safety officers or advisors for the first time. Hamilton (1979a, 1979b)
looked critically at how safety officers and OH nurse's viewed each other and found widespread
ambiguity of roles, but suggested that both had two things in common: 1) neither job had ever
been clearly defmed, and 2) each was striving for professional status against other peoples
apparent reluctance to grant it. The advent of safety representatives (statutory since October 1st
1978) has added a new dimension to any discussion on preventive issues on health and safety.
Moreover, clarification of the role of OH nurses has also needed as a result of the implementation
of the Health and Safety Work Act, 1974. It was feared that certain of the tasks, which OH nurses
considered were their responsibility, were now falling within the provence of safety personnel,
which may have affected the work of OH nurses.
Occupational physiciw&s, hygienists and the occiqmional health nurse
The 1976 EMAS's survey identified that only 17.5% of OH physicians held specialist
qualifications and of these, many tended to work with qualified OH nurse's. This raised the
question of whether qualified OH nurse's were encouraged by OH physicians to practice and
extend their role and how active they were in perpetrating a team approach to health and safety.
It would seem that few occupational hygienists were employed as individuals within a health and
safety team in the UK. Their services were often acquired on a consultancy basis as they operated
from within a specialist employing authority. Broadly speaking they were concerned with
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recognition, evaluation and control of those factors in the working environment which may have
adverse impact on the health of workers. They were usually well qualified in a scientific
discipline. Their functions overlapped at many points with those of the doctor, the nurse and the
safety officer.
1.3.6 The work of an occupational health nurse
Today, the work of the OH nurse is concerned with prevention, promotion, care, and restoration
to health. Historically, the "industrial" nurse provided predominantly a treatment service for
employees and was involved to a lesser extent in employee health assessment - often as the
doctor's "hand-maiden" or assistant. The nurse was rarely involved in assessing the working
environment and hazards within it, still less was she involved in health education - other than in
a one to one advisory capacity. Today, in the eyes of many individuals- colleagues and employers
alike, the image persists of the OH nurse having her/his main focus as treatment of the sick or
injured. There was some variation, however. In the National Health Service (NHS) for example,
the emphasis seemed to be on pre-employment, "medical" for new staff, often being health
assessments undertaken by OH nurses. Many OH nurses working within the NHS and other
service sector enterprises seemed to find that achievement of all aspects of their role was harder
than for their counterparts in industry and commerce. Silverstone and Williams (1982) findings
supported this view in that they found that OH nurses in the NHS were "a group differing most
from the average". However, the situation since their study has changed markedly.
1.3.7 The education of the occupational health nurse
In 19*3 the RCN defined OH nursing as simply giving a professional service to the individual at
his place of work for the promotion of health, the prevention of physical and mental illness, the
care of the sick and rehabilitation. The course syllabus for OH nursing, whilst open to wide
interpretation, was geared towards producing effective practitioners who fully understood the effect
of work on health, and the effect of health on the capacity to work. To this end the course
curriculum was geared towards the promotion of health and the prevention of ill health, and
accidents and injuries at work. The nurse's role was confined to health assessment and supervision,
health education, counselhng, environmental control, the oiganisation of treatment and
rehabilitation services, liaison and referral, the organisation and maintenance of adequate record
systems and their confidentiality and usefulness in epidemiological research.
1.3.8 Factors influencin g occuvational health nursing uractice and education
Changes in the UK in the past twenty five years have affected industry, employment patterns,
working and social life, standards of living, leisure, education, and both public and private health
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services. The factors contributing to these changes include woild market forces, political decisions,
new policies and legislative changes, economic crises, demographic changes, technological and
scientific advances, and social pressures (Radford, 1990). The nursing profession has itself been
subjected to many pressures, difficulties and setbacks in this period. There have been internal and
external reviews resulting in major proposals for the way forward and for the future education of
nurses. The situation of OH nurses has been influenced by many factors beyond individual control.
Although OH nursing practice has been advancing in some respects, there are still many
practitioners without qualifications in the speciality, who fail to provide nursing services which
are tailored to the real needs of the industry or enterprise in which they work. There is therefore
a need to identify factors currently influencing OH nursing practice.
Bernhardt (1986) described factors influencing occupational nursing practice under the following
headings: government (policy, pnority change and funding); health care deliveiy system (high
costs, drastic changes, hospital and ward stays, day surgery, more treatment in the community, the
need for support, concomitant health effect, problem of equity, affordability, availability and
access to health care, and utilization of health promotion, disease prevention services; industry
(cost containment concerns, worksite disease prevention and ea1th promotion programmes); the
battle for autonomy and professional peer status in academia (the need for doctoral preparation
for academic nurses); and nurse practitioners (prim aiy care providers seeking autonom y and
recognition, with the potential to provide more economical services).
Phillips and Radford (1990) also stated a number of factors which appeared to influence OH
nursing practice and its development within different countries. These reflected both external and
internal factors. The former included: the level of a particular country's industrialisation and
development; the nature, extent, quality and availability of general health and social services; the
nature of national and state health safety and welfare policies and legislation, and extent to which
legislation was enforced; nursing status, the nature of basic musing education and the presence
or absence of content on OH and related subjects; the nature and extent of official (government)
and other external sources of advice, support, guidance and assistance; and the extent to which
nurses working in industries have come together and formed an active association or society which
includes an effective communications network. The internal factors incorporated: the health needs
of the working population and their specific needs in particular industries; the availability of
specific education and training for OH nurses and of well qualified teachers; the supply of nurses
available for work in industries; the ratio of doctors to nurses in the country and in industries in
particular, the numbers, qualifications and status of other OH and safety practitioners. From these
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three papers, although the factors influencing OH practice have been clearly stated, they fail to
identify how these factors specifically influence OH practice.
1.3 9 Conceptual models for occupational health nursing practice and education
Many authors have provided a framework or conceptual model for OH nursing. These include the
Continuing Education for Occupational Health Nursing (CE-OHN) Conceptual Framework Model
(Gries, 1980), the Conceptual Model for the Occupational Health Nurse Clinical Specialist (Dees,
1984), the Conceptual Model for Occupational Health Nursing Practice (Morris, 1985), Honeywell
Conceptual Model (Ossler, 1990), the Wilkinson Windmill Model (Wilkinson, 1990), the Lundberg
theoretical model (Lundberg, 1992), the Maciag Group Model (Macjag, 1993), the Hanasaari
Conceptual Model (Aiston, 1990), and the Homeodynamic Self-Care Field Model (Yoo, 1993).
The 9 models described here were the only ones that have been developed in the last 13 years.
All of these models have been developed in the US except for two which were developed in the
UK: the Hanasaari Conceptual Model (Alston, 1990) and the Homeodynamic Self Care Field
Model (Yoo, 1993). Interestingly, the first models to appear in the UK were 10 years behind those
developed in the US. However, the Hanasaari Conceptual Model (Alston, 1990) is more
comprehensive, in that the emphasis on OH is more apparent, as is the team approach. The
Homeodynamic Self-Care Field Model (Yoo, 1993) is, in contrast, more complicated to understand
and apply. However, to date no practice based model has been developed from which OH nurses
can gain a greater understanding and depth of knowledge.
The CE-OHN Conceptual Framework Model was presented by Gries in 1980. The focus of this
model was the exploration of attitudes, beliefs, and values to begin an analysis of how and why
continuing education is valued by the OH nurse. This model used the Roy's Adaptation Model
concept as a basis for continuing education in OH nursing. However, this model was limited,
dated and confined to continuing education. It does not provide an adequate framework for use
in the wider context of OH nursing.
The Conceptual Model for the Occupational Health Nurse Clinical Specialist was generated by
Dees in 1984. The purpose of this model w to present a conceptual framework for OH nursing
clinical specialists which would be used to guide and direct nurses in the practice. This model was
described in a language that was accessible to nursing staff, but it failed to describe clearly the
impact of environmental influences on OH nursing practice.
Morris described a Conceptual Model for Occupational Health Nursing Practice in 1985. The
model attempted to predict the quality of health care provided in the occupational environment.
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However, roles overlapped and conflict in parts of this model along wth macro environmental
factors were not incorporated. Furthermore, the nurse's role was not described in detail.
The Honeywell Conceptual Model was presented by Ossler in 1990. The purpose of this model
was to describe the challenges facing OH nursing over the next decade id define approaches to
OH nursing practice that allow for its optimal contribution, ic cost-effectiveness, prevention and
quality health and safety care for workers. OH nursing practice can be evaluated using this model,
but the relationship between outside environmental influences and outcomes were not discussed
in detail.
Wilkinson described a more dynamic Windmill Model in 1990. The main purpose of the Windmill
Model was to depict clearly and comprehensively the interrelationships between the various parts
of the model and to explain the critical role of OH nurses. This Windmill Model provided a
simple and dynamic means of explaining the interaction of various outside environmental
influences. However its weakness was its failure to show how to evaluate the outcomes of OH
nursing practice. Again the nurse's role was not described in detail.
Lundberg in 1992 tried to develop an OH nursing theory. This model identified an expanding role
for the OH nurse in any variety of settings. The processes were clearly defmed. The role of the
OH nurse within the team however, is not specifically addressed.
Maclag provided a different model of OH nursing practice to meet current and future health
requirements within organisations in 1993. This model focused on the entire population of workers
rather than on individual employees: based at the worksite focusing on OH issues and employees
at risk. The author described a new proactive model moving away from the traditional models.
However, the practice issues considered lacked specificity.
Aiston (1990) generated a model from the raw material discussed in the }ianasaari conference and
the framework a part of the English National Broad (ENB) syllabus for OH nurses in 1990. The
model was discussed in relation to concepts and theories and their application to OH practice.
However the model remains in a conceptual stage and does not address its potential for use in
practice or education.
The Homeodynamic Self-Care Field Model (Yoo, 1993) illustrates that a healthy state is
maintained by homeodynamic interaction between man and the environment through man's self-
care ability in the time - space continuum from past to present. This is adhieved with appropriate
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support. The dynamic model would be extieuiely complicated as a practice model for OH aursing.
There are conceptual inadequacies and further research is required to establish and examine the
relationships.
1.4 Rationale for ieseaith
Over the past decade the emphasis of OH nursing practice has shifted considerably. The emphasis
has moved away from the treatment of illness and injuiy, to practice with a focus toward prim arv
prevention. OH nurses are now required to broaden their roles, skills and knowledge. This further
strengthens the case for a model of OH nursing practice, dependent upon influencing factors,
which recognise these changes and is responsive to the changing needs and expectations of the
working population.
During the 1980's work on the development of some conceptual models gained momentum.
Although some of the models have potential theoretical value, there is no single model which fits
different settings or is able to relate OH nurses' roles and functions with their practices. It is
timely and appropriate to investigate the practice in these areas and in this study.
Many authors offer a framework or conceptual model for OH nursing, e.g. Gries (1980), Dees
(1984), Morris (1985), Ossler (1990), Wilkinson (1990), Alston (1990) Yoo (1992), L.uidberg
(1992), and Maclag (1993). However, practice-based models have not yet emerged. OH nurses are
not only required to keep abreast of new developments in both their own practice and related OH
fields, but are also forced to respond and react to continuing changes in the workplace and society.
The relevance of the conceptual models needs to be explored and as it is important to examine
these in the context of current OH nursing practice. There is also a need to identif' the main
factors which affect and influence practice in the context of the rapid changes taking place in OH.
A new model is needed for OH nursing practice in the 1990's, as opposed to the conceptual
models already devised which have not been validated or evaluated.
13 Statement of pwpose
The purpose of this study was to cany out an investigation, the results of which would lead to the
development of a new framework. It was intended first to gain an overview of OH nursing
practice in the (JK through a large scale survey of OH nurses. This overview facilitated the
identification of the main factors currently influencing OH nursing practice and informed the
construction of a framework in order to benefit future OH nursing practice.
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Chapter 2. Ufriatwe Review
2.1 lntmduction
Within this literature review concepts and terms related to OH nursing and OH services and
programmes are discussed. Research-based studies on OH nursing practice between 1976 and 1993
are outlined and examined. Factors emerging from those studies, which potentially influence OH
nursing practice are explored and exiracted. Finally, a brief overview of existing models and
frameworks for OH nursing is discussed.
This review is based on articles from OH and OH nursing literature as well as from currently
available British theses and reports. Until recent veiy little research has been undertaken in OH
nursing but it is important to examine and to review the OH nursing research available and other
relevant research and information in order to understand the general state of knowledge about OH
nursing.
2.2 Concepts related to occupational heath nursing practice
2.2.1 Concert of occupational health
In this section the purpose, objectives and functions of OH is discussed, followed by an overview
of OH programmes and services. The term "occupational health" as a concept has been used in
definitions by many people. However, the term may be misused by many authors who refer to the
term "occupational health" when they actually mean, for example, "OH services" or "OH
programmes".
At its first session in 1950, the joint ILO and WHO Committee used the term "occupational
health" for the first time and agreed the following statement
"Occupational health should aim at: the promotion and maintenance of the highest degree
of physical, mental and social well-being of workers in all occupations; the prevention
among workers of deprturis from health caused by their working conditions; the
protection of workers in their employment from risks resulting from factors adverse to
health; the placing and maintenance of the worker in an occupational environment adapted
to his physiological and psychological ability; and, to summ arise, the adaption of work
to man and of each man to his job."
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As recently as 1990 Felton mentioned the mission, objectives and function of OH as being:
• Mission
the conservation of human resources at the place of employment;
• Objective:
the improvement of worker productivity, morale and socially adaptive behaviour, and
• Function:
the assessment, preservation, restoration and improvement of the health of workers at the
place of employment, with appropriate adjunctive activities to support this function.
What he actually appears to be describing are the mission, objectives and functions of a OH
service.
An OH programme aims to promote and maintain the highest possible level of health amongst the
gainfully employed upon whom the economic welfare of a community depends. The WHO defined
the objectives of an occupational health programme in the WHO Technical Report Series No. 535
(1973) as follows:
to identif' and bring under control all the chemical, physical, mechanical, biological and
psychological agents that are known to be or suspected of being hazardous;
to ensure that the physical and mental demands imposed on people at work by their
respective jobs are properly matched with their individual anatomical, physiological and
psychological capabilities, needs and limitations;
to discover and improve work conditions that may contribute to the overall ill health of
workers to ensure that the burden of general illness in different occupational groups is not
increased over the community level;
to educate management and work people to fulfil their responsibilities relevant to health
protection and promotion; and
to cany out comprehensive in-plant health programmes dealing with man's total health,
which will assist public health authorities to raise the level of community health.
The concept of OH can be ambiguous. Many use the term to refer to OH services or programmes.
Therefore, to clarify what OH actually is, consideration of the aims and objectives of OH are
important. The ILO/WHO (1950) identified five important aims of OH. In contrast, the OH service
or programme can be considered as the structure within which these aims and objectives may be
met The WHO (1973) made this association clear by outlining several objectives relevant to
developing a programme for OH.
2.2.2 Roles of occunational health nurses
The concept of the role of OH nurses is first discussed in general, emphasising the action of role
senders and role receivers and the concept of role set. More specifically, the role components of
OH nursing as detailed by a number of authors (RCN, 19*5; Harrison, 1985; Radford, 1992) e
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considered together with an alternative developmental perspective proposed by Rossi (1990) and
Alston (1990). Despite numerous studies claiming to investigate or discuss the role of the OH
nurse, very few actually specify what the roles of the OH nurse are without recourse to functions
or activities. It is therefore often very difficult to ascertain from other studies what is meant by
role and/or function, as few give working defmitions of each of these terms. Functions of the OH
nurse are then described, as given by WHO (1950), Lee (1978) and the Society of Occupational
Health Nursing within the Royal College of Nursing (RCN, 1985).
Definition of Role
For the purpose of this study the following definitions of role, function and activity will be used
to enable readers to differentiate between these related concepts.
"Role: A role is also a position in a social situation which has particular functions and behwiour
associated with it." (Collins Cobuild English Language Dictionary, 1990).
Role is defmed as a set of expectations applied to an individual or focal person in a position by
the individual and by others having contact with this individual, that is the role senders (Neiman
and Hughes, 1951). A role sender is a person occupying an independent position who interacts
with the role holder or the focal person. The response of the focal person is observed by the role
sender who expects certain types of reaction from the focal person.
Coser (1990) described a role set, that is the relationship a person has with people by virtue of
his or her status and the social position of the various role partners. If the response demanded by
the role sender is more than the expectation or capability of the focal person, stress results. Two
types of stress were defined as role conflict and role ambiguity (Michaud, 1984). Role conflict
occurs when an individual receives conflicting demands from other members of the role set and/or
disagrees with them, being expected to do tasks that are not regarded as part of the job in the
organisation or by being involved with a job that is against his/her personal values or beliefs
(Sutherland and Cooper, 1990). Role ambiguity exists when an employee does not have an
adequate job description or particular role expectation associated with his/her job. And therefore
it is not clear what he/she is expected to do. Both role conflict and role ambiguity are related to
job dissatisfaction and inappropriate organisational behaviour.
wRoIe as performed individually in various situations is not performed only to meet the "enforced
character by others" but is partly shaped by individual performance. However, role theory does
seem to be useful in considering occupational health nursing. When a nurse holds a role as
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occupational health nurse the main members of his/her role set are employees and employers.
They function as role partners and to some extent as role senders. The employer is a primary role
sender through the job description. The extent to which the nurse suffers from role conflict and
role ambiguity depends on whether the role senders expectations agree with her own and the job
description. The nurse's success in her role may be influenced by the extent to which the
expectations of employees and employers are met.
Thus in the OH nursing setting the position of the nurse, employee and employer can generally
be distinguished as the roles of provider (nurse) and receivers of the nursing service (employee
and employer). (Yoo, 1993)
Roles of occupationd health nurses
According to the RCN-SOHN (1985) there is wide variation in the roles performed by OH nurses
but they suggested that these can be divided into three sections: professional, managerial and
educational. The professional role included the following responsibilities: confidentiality,
prevention, immunisation, counselling, environmental, disaster planning, treatment (e.g.
emergencies, routine treatment in certain situations and rehabilitation and resettlement), records,
compliance with the Medicines Act. The managerial role included main responsibilities such as
being in charge of an OH nursing service, and other responsibilities such as workplace visits,
policy and planning, information sources and legislation. The educational role included
responsibility for health education, personal health, health and hygiene related to work and first-
aid training.
More recently, Aiston (1990) divided OH nurses' roles into two categories: the traditional role with
responsibility for treatment, supplies, information, records, health screening and remedial
environmental action, and the emergent role with responsibility for health surveillance,
environmental surveillance, health education, records and data, management and research. In this
study there was no specific definition of roles and there was no mention of the OH nurses'
training, consultant and advisory roles.
Rossi (1990) described the roles of the OH nurse as progressively changing at various stages of
the development of OH nursing in the follow. Stage I - The assisting role included curative
treatment, first-aid, health education, individual hygiene, social service. Stage II- The independent
role included workplace visits, screening of common diseases and physical work capacity,
vaccinations, health education, counselling, and "monodisciplinarity". Stage III- The collaborative
role included workplace surveys, health examinations, work-related health education, hygiene and
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ergonomics in the workplace, and teamwork. Stage N - The unique role included comprehensive
health education and promotion, active proposals, mental health care, rehabilitation, research,
specialisation, and multidisciplinary endeavours.
2.2.3 Functions of occupational health nurses
Similar problems are encountered when an attempt is made to identify the functions of the OH,
as outlined in the research literature. Again, few studies define "function" as a separate concept
from role, activity or duty. It is however apparent that in general the proposed number of functions
of the OH as described in the literature is greater than the proposed number of roles.
Dflnition offwitho,r
For the purpose of this study the following definition of function will be used to enable readers
to differentiate between these related concepts.
"Function: If something or someone functions as a particular thing, they fulfil or perform the
purpose or role of that thing." (Collins Cobuild English Language Dictionary, 1990)
Functions of occupational health nwes
The functions of an OH nurse have been listed by the WHO Technical Repo No.24 (1950) as
follows:
• carrying out the therapeutic programme designed by physicians for sick patients,
• maintenance of the physical and psychological environment conductive to recovery and
health,
• engaging the patient and his family in his recovery and rehabilitation,
• instructing people, sick and well, in promoting total health (physical and mental) in a
positive sense,
carrying out measures for the prevention of disease, and
coordinating nursing efforts with other members of the health team.
This description focuses on sickness and still use word "patient". It also mentions team work,
promotion and prevention, but does not mention environmental or social factors.
According to the RCN-SOHN (1985) the functions of the OH nurse are as follows: health
supervision at the place of work, health education, occupaticmal safety, environmental monitoring,
counselling, the organisation of an emergency treatment service for accident and illness at work,
provision of a routine treatment service, rehabilitation and resettlement, administration of the OH
unit, including the development and maintenance of records; and co-operation with outside
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agencies. These functions are quite broad and there is no specific mention of health promotion,
health surveillance, health screening, communication within the company, first-aid training for
workers and immunisation.
2.2.4 Summary
The role of the OH nurse can be considered in the context of the relationship between role sender
and holder, where conflict and ambiguity can result in various degrees of experienced stress or
strain. Job descriptions and expectations are two important issues which need to be clarified in
order to circumvent role confusion. As the nurse is seen as the provider of a service to which both
employees and empioyers have access.
Regarding specific role components, the RCN-SOHN (1985) describes three major roles as
professional, managerial and educational, and outlines the responsibilities of each. Alston (1990)
simpiy divides roles into two types - the traditional role and the emergent role. This emphasises
how the concept of the roles of the OH nurse are changing. In a more developmental context,
Rossi (1990) outlines how the role of the OH nurse evolves through stages from that of novice
practitioner to advanced practitioner. Finally, the functions that the OH nurse performs have been
variously described, either generally or in more specific terms.
2.3 Reseaith-based studies on occupational health nursing practice
2.3.1 Introduction
It was important to examine and to review the OH nursing and other relevant research in order
to understand the general state of knowledge about OH nursing practice. All articles were found
from a search of OH and OH nursing English-language literature as well as from British theses
and reports available. In this section only research-based articles on OH nursing practice and
related topics between 1976 and 1993 will be outlined and examined. 25 articles in total will be
reviewed here, including 12 from the UK,!! from the US, and 2 from other European countries.
With regard to the types of articles there are 1 * published papers, 5 theses, and 2 reports. Before
discussing related issues a brief outline of these studies will be presented first, in chronological
order so that the findings can be understood in context.
2.3.2 Studies in the UK
The first relevant research-based study in the UK was commissioned by the Health and Safety
Commission (HSC) in 1976. The Employee Medical Advisory Service (EMAS) conducted a
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survey in order to review OH services in Great Britain. 3383 out of 226 410 firms took part in
completing questionnaires and interviews and provided information about the number and type of
services available, and the number and type of staff employed. The overall response rate was 88%.
85% of firms provided no OH service; 5.5% of firms employed medical and/or nursing staff; and
2.5% of firms employed both medical and nursing stafE Size of firm was a dominant factor, where
small firms did not provide a service other than perhaps a doctor on calL In contrast larger firms
often employed doctors and nurses. The nature of the industry did not appear to be a very
important factor but the distance from the NHS facilities was. Most of the doctors employed were
in charge of the service regardless of whether or not they are full or part time. A minority of
services were the responsibility of a nurse, sometimes a State Registered Nurse (SRN). Of the full
time doctors employed in OH work 42.4% held specialist qualifications (e.g. DIH or MSc in OM),
in contrast to 13.2% of part time doctors. Similarly, 19.6% of full time SRN's held specialist
qualifications (e.g. OHNC) whereas l6.7% of part time SRN's did. A frequent activity appeared
to be the treatment of acute emergencies and minor illnesses and injuries, but this was slightly less
so for the firms within one mile of a NHS hospital. 11% did not provide any other service than
this treatment service. Another frequent activity was medical examinations and screening
procedures, and 3.5% did not provide any other type of service than this. This survey gave the
whole picture of OH services in that time and attempted to identify contributing factors towards
the nature, functions and distribution of existing services. However it can not answer any specific
questions, especially for OH nursing practice.
In 1982 Silverstone, a sociologist, completed a PhD thesis designed to gain more information
about the current role of OH nurses and their educational needs. With a 49% response rate, 2*9
subjects from Scotland, the North of England, the West Midlands and part of London completed
questionnaires. Rated 43 tasks grouped into 11 functions were assessed in two ways: nurses
involvement (i.e. actual) and the degree of importance considered (i.e. ideal). Heading the list were
87% involved care of the injured, 85% listening, 84% care of the sick, and 73% giving advice.
The activities considered the most important were 92% listening, 87% giving advice, 86% care
of the injured, and 85% care of the sick. The functions that were considered important were also
those most commonly involved in. Further training most mentioned by OH nurses were
counselling (18%), ophthalmic nursing (13%), audiometry (r/0), toxicology (6%), and health and
safety legislation (5%). This study was able to isolate what important functions and activities were
and what nurses had involvement in. It can also state future educational needs from this and,
therefore, can make some comments. Unfortunately, some categories were misclassified, e g.
vocational under counselling and research under employee protection, and it was looking at
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activities and functions not roles. In addition, it was not a representative sample and response rate
was under 50%. Thus the findings from this study should be viewed with some cautions.
In an interesting study investigating the relationship between the NHS and OH services, McEwen
el aL (1982) examined the factors which influenced treatment referral, including communication
between general practitioners (GP's), accident and emergency departments and other hospital
departments. Information was provided from a total of 20 organisations making up 23 distinct
units with separate OH services in the Nottingham area. They found a lack of contact between OH
services and the NHS. Less than 2% of contacts resulted in referral to hospital and 10% in referral
to general practice. Referral rates were higher first thing in the morning and at the beginning of
the working week, indicating that many patients preferred to wait and consult the OH services
before contacting the GP. Only rarely were patients referred to the OH service for specific items
of treatment. It was suggested that improved communications would reduce misunderstandings,
improve patient care and lead to greater staff satisfaction. This is a vezy interesting study into a
relevant area not often considered. As the response rate was not mentioned in the article it is
difficult to say how representative these results are. More could have been gleaned about the
reasons why the NHS did not appear to refer patients back to the OH unit.
Lim (1983) compared OH nursing services in two countries: the UK and Malaysia, mainly
regarding activities carried out and training and qualifications. Information was gained by postal
questionnaire directed to nurses in two specific areas - one in each country: Avon in the UK and
the Kiang Valley (a highly industrial area) in Malaysia Surprisingly, the response rates from each
country were relatively high, with 82.4% (89/108) responding from the UK and 83.9% (73/87)
responding from Malaysia. Generally, in both countries the main nursing activities appeared to be
treatment services (contraiy to the preventative role of the OH), medical examinations and
screening procedures, counselling, safety inspections and administration. The activities of OH
nurses in each country appeared to be similar but the training and qualifications held by OH
nurses varied greatly between them, with more nurses in the UK holding special qualifications
(1.3% in Malaysia, 60.5% in the UK). Unfortunately the format of the questionnaire was not
described in detail and some questions were not veiy specific. For example, when asked to
indicate if they performed certain activities regularly, there was no explanation given as to the
meaning of "regularly" in this context The accuracy of the data obtained is therefore suspect
Also, regrettably, the ticle does not address in detail the industrial setting, economic situation,
legislation, health care deivesy system, political, social and cultural differences between the two
countries and how they might have influenced the findings.
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In an attempt to analyze the functions and activities of qualified OH nurses who held OHNC,
Balcombe (1983) gained information from 143 students who had graduated from Manchester
Polytechnic. The method of data collection was twofold, namely via postal questionnaire (79%
response rate) and completion of daily charts. Seven major activity areas were identified and
ratings of the tune spent on these activities was established. From daily chart analysis it was found
that the most of OH nurses' time was spent on the following functions and activities: direct contact
with patients or clients (57%), environment issues (16%), teaching (5%), liaison (4%),
departmental administration (5%), professional development (5%), and other activities (8%). This
was a descriptive study with little discussion of relevance to practice. However it provides useful
baseline data on a group of OHNC qualified nurses.
To assess the continuing education needs of OH nurses, a preliminary survey was conducted by
Bamford (1987) in the West Midlands and resulted in a response rate of 71 out of 100 individuals
(who returned a postal questionnaire). Data from this questionnaire enabled the researcher to
describe the types of organisations (manufacturing 57.7%, professional and scientific 25.3%,
service 9.9%, public administration and defence 2.8%, miscellaneous 2.8%, and distributive trades
1.4%) where nurses in this area worked, their previous qualifications (Enrolled Nurse (EN) 9.9%,
EN with Part I or Occupational Practice Nurse Award (OPNA) 8.5%, Registered General Nurse
(RGN) 21.1%, RGN with Part 1 or OPNA 8.5%, RGN with OHNC 52.1%), experience (the
majority of nurses had 6-10 years in OH nursing 28.2%, or 1-5 years 25.4%), and training (MSc
1.4%, RON with additional qualifications 8.5%, Part I - OPNA nurses with additional
qualifications 4.2%, nurses with the OHNC with additional qualifications 12.7%) already received,
and about other members of the OH and safety team (9 7.2% had access to a doctor for advice,
28.2% had full time support from doctors, 69.0% had part time support, and 2.8% had no support.
And 20% worked alone, 21% worked with first-alders, 29% worked with other nurses, 14%
worked with other specialists.). Like the previous study by Balcombe (1983), this was a
preliminarily descriptive study only. However this was the first study to emphasise the importance
of continuing education for those working in this specialist area of nursing.
In a large survey study, spanning 202 Health Districts in England and Wales, Kazem (1987)
looked at the relationship between OH services in the NHS and the degree to which they were
integrated with local authority services. This involved an assessment of current (beginnmg in
1985) OH services and the basis for any changes in relationships. With a response rate of 74.7%
(15 1/202) to postal questionnaires, Kazein (1987) was able to describe the state of OH services
in 1985, acknowledging the medical, nursing and clerical stafi and sibe was able to compare data
with that obtained in a previous survey conducted by the EMAS (HSC, 1981). In 60% of 109
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districts in England and Wales where local authorities did not set up their own independent OH
services, services to local government were still provided by the community health doctors. There
were a notable increase in the number of doctors with OH qualifications (24.7%) compared with
EMAS (13% in 1981). The number of OH nurses with OHNC was also increased from 38%
(HSC, 1981) to 44% in 1985. However 18 out of 151 departments still had no nurses with
qualifications in OH nursing. This survey was able to describe OH services in the NHS only.
Although the response rate was acceptable, the non-responders should not be ignored.
Dorward (1988) was concerned with the continuing education needs of nurses who worked in
occupational health in Great Britain. Out of 392 OH nurses 270 (68.9%) were selected from the
EMAS informal register, and responded to a postal questionnaire. 5 1.1% of the sample was found
to hold the OHNC qualification in 1988. Subjects of continuing education (very interested) were
legislation (67.8%), social concern (62.2%), professional philosophy (55.0%), health promotion
(53.7%), occupational hazards (53.7%), clinical skills (5 1.5%), occupational health (5 1.1%) ,while
subjects of continuing education (attended) were occupational health (71.1%) and clinical skills
(54.4%). It was suggested that OH nurses having a positive attitude to continuing education were
able to be more effective in their jobs.
The purpose of the study conducted by Sharp et a!. in 1989 was threefold: to assess the effect of
recent perceived changes in British industry and economy on OH nursing in the UK, to update
information about patterns of OH nursing practice since the EMAS survey in 1981 (HSC, 1981),
and to compare how OH nurses perceived their roles in 1989 with those in 1981 and whether there
were any differences in how they actually spent their time. Like the EMAS survey, information
was obtained from OH nurses working in the South West Region - namely those known by EMAS
to be working in Gloucestershire, Avon, Somerset, Devon and Cornwall. A total of 242 nurses,
out of the 269 (90%) approached, agreed to participate and complete a series of self-administered
questionnaires. The findings appeared to reflect recent changes in British indusny and economic
climate as expected, although these were not made explicit in the report. For example, the
traditional industries of aeronautical engineering and food, drink and tobacco employed less OH
nurses than previously, which reflected a reduction in their workforce but the NIIS appeared to
be the leading employer of OH nurses in these South West districts. Furthermore, these illustrated
a greater nurse involvement in a number of work related areas of health care, including preiention
of ill health and control of the working environment. However, there was similarity among the
rankings of duties (time spent) and their ratings of importance between this survey and the 1981
survey. Most of time was spent on the duties of treatment, administration and medical
examination, but medical examination, treatment, environmental surveillance and counselling were
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thought as the most important duties. Further training was considered of importance by 67% of
OH nurses, especially for treatment related subjects, environmental surveillance, and counselling.
Because of the geographic location of the sample surveyed and the type of industiy represented
in the area, these results cannot be said to be necessarily representative of events occurring in
other areas of the UK that rely on different industries. This study was, however, able to make
valid comparisons with the 1981 EMAS study - both showed good response rates and amassed
a large amount of data. It also suggested a number of further improvements such as the need for
local training opportunities and reached a positive conclusion regarding previous recommendations,
for example, it was interesting to discover that the comments put forward in 1981 suggesting that
nurses become more involied in first-aid training, counselling and health education appear to have
been heeded.
More recently, Alston (1990) examincd some of the psychological themes concerning roles and
attitudes in order to identify areas of role overlap and conflict with other members of the OH and
safety team. Forty individuals from three groups - OH nurses, managers and safety personnel were
approached to take part in this study, with the following response rates 82.5%, 85% and 60%
respectively. Although some of the participants understood the behavioural aspects of their role,
much of what were identified as role objectives was in fact related to functional tasks. Behavioural
aspects of OH nurses work was reflected in their roles in relation to facilitating health promotion
and to interpersonal skills. Safety personnel recognised advisozy and promoting elements of their
role, and managers identified significantly with a monitoring role. Role overlap occurred where
a team approach was required. Communication problems were highlighted as a difficult area.
Conversations about environmental activities produced responses which indicated that cooperative
efforts were more in evidence than conflict situations. Unfortunately, there was no mention of how
the sample was selected or where the respondents came from. Furthermore, parts of the
questionnaire appeared to be ambiguous in that, although some study participants appeared to
understand the behavioural aspects of their role others identified role objectives as functional tasks.
Also, some role categories were not very clearly defined as roles, for example, one being
"recording" and another being "records supplied".
In the same year, Dorward (1990) set out to compare the perceptions held by OH nurses and their
managers concerning the roles and continuing education needs of OH nurses. The study
respondents were 117 nurses (82.4% response rate) and 66 managers (77.6% response rate) in
Scotland.. They completed questionnaires in which they were required to rate the primazy
importance of a number of issues relating to the concepts studied. Primary importance rating of
functions by OH nurses were health promotion (8 1.2%), health supervision (76.1%), records and
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reports (68.4%), liaison and co-operation (60.7%), health surveillance (59.0%), administration
(54.7%), accident prevention (51.3%), counselling (51.3%), first-aid provision (49.6%),
rehabilitation (49.6%), treatment (47.9%), research (12.8%). Continuing education subjects with
which OH nurses "strongly agreed" were health promotion (76.9%), OH (76.9%), screening and
health assessment (72.6%), health and safety legislation (71.8%), occupational hazards (70.1%),
communication (68.3%), social concerns (65.8%), teaching (63.2%), clinical skills (60.7".),
professional matters (57.3%),' man management' (4 1.0%), staff and personal development (33.3%),
research (29.9%), and administration (27.4%). Although the researcher intended to study the mie
of the OH nurses the results appear to be a study of the functions of OH nurses and not their
roles.
Finally, Yoo (1993) examined OH nurses', employers' and employees' expectations of OH nursing
services and their evaluations of these services. Nurses were recruited to the study via the RCN-
SOHN and access to employees was gained through the nurses so that those who had visited the
OH department more than once in the previous year were approached to participate - which may
have biased the sample. The response rates of the employees (5 1.3%) and employers (45.0%) were
lower than that of the nurses (66.6%). It is possible that only those with a positive attitude
responded. This study is the first to compare the different perceptions of the employee, the
employer and the nurse, and raises a number of issues regarding the different expectations held
between these groups. The main findings of this study were as follows. 1) Positive correlation
between expectations and evaluation, i.e. their expectations for the OH service were met. 2) Age,
education and working conditions may all influence what is expected and what is provided. 3)
Levels of expectation varied between the groups studied. 4) Nurses did not perceive them selves
as meeting their own high expectations as well in the non-traditional services as in the traditional
care-oriented services. It was also found that "care and treatment" was the one aspect of care
where nurse's expectations were lower than those of the receivers of care. 5) OH nursing services
can be divided into two kinds of nursing services: traditional nursing services - care and treatment,
health examinations, and health records, and non-traditional nursing services - visits to the
workplace, preventive health services, employee rehabilitation, and expanded service. 6) The
ranking of the nurses expectations for OH services were: health records, visits to the workplace,
health examinations, employee rehabilitation, preventive health services, expanded services, and
care and treatment. The ranking of the nurses evaluations for OH services were: health records,
employee rehabilitation, visits to the workplace, health examinations, care and treatment,
preventive health services, and expanded scrviccs.This is the first study in the UK which attempted
to compare the expectations and evaluation of OH nursing services as perceived by three groups,
using an analytical approach. However, since access to employees and employers was gained
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through the nurses, this could have biased the sample because the employers and einpioyees who
responded could have had more positive expectations and evaluations than those who did not
respond. Therefore the results from this study should be viewed with some caution.
2.3.3 Studies in the USA
In 1983 McKechnie investigated how four specific factors were related to a number of functions
performed by OH nurses. These four factors were the size of organisation, the type of business,
the length of experience, and the level of medical supervision. McKechnie (1983) used Frust and
Martin's core functions as criteria for the performance of certain duties. Information was gained
via mailed questionnaires and 48 out of 63 were completed altogether yielding a 76% response
rate. All respondents were volunteers working full-time in one-nurse units in Chicago and
Milwaukee. The main finding of this study identified the core functions of OH nurses. These were:
co-operating with other professionals (91 .7%); counselling (8 7.0%); health education (83.3%); care
of occupational injuries of illness (79.5%); care of non-occupational injuries of illness (76.2%);
health examination (76.1%): social health programmes (68.1%); utilizing community resources
(63.8%); making rounds (59.6°.); and administration (37.5%). The major conclusions reached were
that there appeared to be high performance levels, but that none of the four factors described
above were related to any of the core functions.
Attempting to clarify what OH facilities existed in South Carolina and the role and distribution
of OH nurses in industrial settings, Chovil et d. (1984) gained information from 634 "plants"
(53% response rate). As the size of the plant increased so did the number of RNs employed (i.e.
3% of small plants - 89% of large plants). Overall 27% of plants had access to a RN service and
more licensed practical nurses (LPN's, with one year of basic nurse training) are employed in
small plants. The majority of physicians did not visit the plant and 10% of the plants did not
appear to have any relationship to a physician. With regard to nursing activities no direct measure
was available. 14% of plants indicated that an increase in nursing service was needed and the type
of industiy expressing such views was predominantly the textile, paper, aid petrochemical ones.
The role of the nurse appeared to be perceived as variable from the traditional "physicians hand-
maiden" to the expanding, more specialised one. Unfortunately, no details were given as to who
completed the questionnaires regarding plant activities. Furthermore, the type and size of
categories making up the questionnaire were heterogeneous, limiting conclusions.
In a similar study, Levinsohn (1984) attempted to find out how OH nurses perceived their role and
to ascertain their education needs of the nurses belonging to the Texas Association of
Occupational Health Nurses. The response rate was 32.3% (2481768). Reasons for being attracted
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to OH nursing were salary and hours (3 7.4%), independence and challenges (15.2%), working with
well people (1O%), variety of tasks and broad scope of practice (9.6%), disease prevention work
and health teaching (8.3%), etc. Of the respondents 93.3% were either extremely satisfied or
satisfied with their career. Most tune was spent on individual care and record keeping and less
time in primary prevention, counselling, and health teaching. Record keeping, treating illness and
injury and follow up care, administration of medication, counselling were activities carried out by
over 90% of the nurses and budgeting; home visits; supervision of other staff were the least likely
to be involved. 51% of the nurses worked with less than three other health care providers, 41%
with no physician, and 39/o with one physician. Their education and professional development
were found as follows: 84% had taken part in an educational programme within the previous year;
employers had paid for education for 85.l% of the nurses; interest in education was strong for
73.9% and moderate for 18.3%; topics of interest included legal aspects of work, counselling
skills, occupational hazards and illness, stress management, emergency care, compensation laws,
accident prevention, alcohol and drug abuse; and courses of interest included bachelor's degree
(33%), master's degree (21.3%), certification programmes (45.7%). Although this study appeared
to achieve its aims, the response rate was very low, for no apparent reason. The relevance of
findings concerning educational needs is limited because the educational system and professional
development of nurses is very different in the US compared with the UK. Also, because these
respondents worked in Texas, predominantly for large companies in the petroleum industry, the
significance of these results is again limited.
Another interesting study was conducted by Conrad et d. (1985) who were interested in
comparing job satisfaction among OH and hospital nurses, and to establish a profile based on the
demographic and the personal characteristics of OH nurses. After collecting data from a random
sample of 150 (out of 550) OH nurses, belonging to a state association. The response rate was
73%. In general, OH nurses were o1der more experienced than the hospital group, and three times
as many had received a baccalaureate education. Overall the OH nurses were not found to be more
satisfied with their jobs than the hospital nurses. But there were group differences on some
subscales. The OH nurses were more satisfied with compensation, creativity, and independence,
while the hospital nurses were more satisfied with advancement, authority, coworkers,
responsibility, security, and technical supervision. The most satisfying aspects of OH jobs were
considered to be social service, moral values, independence, achievement and activity. The least
satisfying aspects of OH jobs were: limited advancement opportunities, inadequate company
policies, practices, compensation, technical supervision and insufficient recognition. On this basis,
the authors were able to suggest ways in which OH nurses can raise their profile and increase their
job satisfaction and avoid unrealistic job expectations. Althougb previously valid and reliable
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questionnaires were used and clear definitions provided, the normative data were based on
information obtained between 1965 and 1967 making it difficult to interpret findings that arc so
dated. Moreover, the groups were not matched on age, years of experience or on educational
attainment. Finally, the sample was taken from the members of a state OH nurses' association, and
consequently the results may not be representative of other OH nurses in the USA.
Two similar studies, one by Cox (1985), the other by Atherton and LeGendre (1985) were
concerned with programme development and functional job descriptions, respectively. In Cox's
study (1985) the aim was to develop a profile to support the rationale for programme development
and to compare data with previous statistics of the American Association of Occupational Health
Nurses (AAOHN). A response rate of only 49% was achieved after random sampling of 1,000
AAOHN members. The general picture revealed that 24% of the OH nurses worked in larger
companies with more than 3,000 workers, 29% in a company with 1,000-2,999 workers, 25% in
a company with 500-999 workers, and 22% in smaller companies with less than 500 workers. Of
the nurses studied, 69% were employed in an industrial setting and 16.9% worked in corporate
offices. Other work settings cited were institutional (5%); government agencies and military (4%);
and college health centres (1%). The nurses profiles revealed that 93% were female, 20% were
RNs with a baccalaureate degree, 6% were RNs with a masters degree, 73% were more than or
equal to 41 years old, and 30% had one to five years' experience as an OH nurse, and 27°/s had
six to ten years experience. This group was similar to the AAOHN membership and therefore
could be assumed to be representative. Types of companies where the OH nurses worked were:
industrial setting (69%); corporate offices (16.9%); institutional (5%); government and military
agencies (4%); and college health centres (1%). About half of the companies offered employee
health promotion and maintenance programmes including: 67% drug, alcohol, and smoking
programmes; 61% screening for heart disease or stress; 56% diet and nutrition programmes; 49%
cancer screening and health education; and 41% physical fitness programmes. Most of OH nurses
worked during day time shifts. More than 50% did not have the support of a full time physician.
However, where medical support was available 55% of this time was only provided on a part time
basis. The nurses' reporting lines varied: 39% of the nurses were responsible to the personnel
department 23% to the medical director, and 20% to a supervisoiy nurse. With regard to their OH
nursing activities, 87% of the nurses followed protocols for treatment and dispensing medications
and 56% accepted responsibility for medical surveillance, as required by the Occupational Safety
and Health Act (OSHA). Of the time spent each day on specific activities, 49% was spent
providing employee services such as counselling, assessment of health conditions, referring and
screening employees, 16% on supervision and administration activities, 12% on developing and
conducting health education programmes and 22% on environmental assessment and monitoring.
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However, the summary of overall findings was selective, in that, programme development was not
discussed and it is difficult to discern to what extent this study achieved its goals.
In Atherton and LeGendre's (1985) study the authors were able to identify "common practice"
elements as a basis for writing a functional job description for nurse practitioners' roles in OH
settings, after gaining information from a convenient sample of 63 nurse practitioners working in
the district of Columbia. Job responsibilities for the nurses included pre-placement comprehensive
physical examinations, annual physical examinations, diagnosis and treatment of acute minor
illnesses, emergency responses, educational programmes, counselling, monitoring for hazardous
exposures and administrative duties. However, the findings from this descriptive study cannot be
generalised because of the small sample size and the "convenient" sampling method used to recruit
respondents.
Of the 5 articles cited from 1985, two of the most interesting were presented by McGovern ef a!.
(1985) and Christensen et d. (1985) The aims of these studies were to provide information about
the employment patterns, roles and functions of master's-prepared OH nurses. Part I was to show
demographics, education, work experience, employment patterns, and occupational roles and
functions for all masters degree graduates. Part II focused on those graduates who were employed
in OH settings and was designed to show how and where they contributed to the health care
system, to demonstrate the demand for master's-prepared OH nurses, and to question whether they
were being utilised properly. The study subjects who were recruited were 121 OH nurses who
graduated between 1978 and 1983 from the 11 National Institutes of Occupational Safety and
Health (NIOSH) which had sponsored Education Resource Centres. A self-administered
questionnaire was sent to 113 valid subjects, and of these 73 responded. The response rate was
64.5%. Of the 73 master's prepared OH nurses, 71 were female and two were male. Among them
51 were employed in OH settings, 19 were in non-OH settings, and 3 were unemployed. Over
70% reported that their positions were administrative in nature, such as supervisor, director,
consultant or coordinator, whereas 30% described their position as "staff". Of the total group, 30%
reported functioning as a nurse practitioner and included the provision of direct care. Their major
responsibilities were education (3W0), management (29.6%), direct care (29.6%), consultation
(28.2%), and programme development (24.3%). The average level of their participation in policy
making was low, and only moderate regarding programme planning and development decisions,
or programme implementation.
Of the 51 graduates who were employed in OH settings, 75% of this sub-group stated they were
in an administrative position, and were not providing direct care. The major responsibilities were
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shown as education (66.7'/.), management (62.7%), consultation (58.8%), programme development
(52.9%), direct care (45.1%), liaison (39.2%), and policy making (29.4%), etc. It also indicated
a high degree of participation in matters influencing health and wellbeing. In tenns of 20 roles
and functions the highest levels of involvement in policy were health promotion and weilness,
health education, and programme development. The highest levels of operational involvement were
health education, health promotion and weilness, health assessment, surveillance, primary care,
and programme development. The lowest levels of policy and operational level involvement were
computers (in data processing) and information management, health insurance, budget, and loss
analysis. Consequently individuals highly involved in policy formulation were more likely to be
highly involved at the operational level (r 0.72, p < 0.001). Furthermore policy level
involvement was related to the number of credits obtained on certain courses (i.e. programme
evaluation methodologies, principles of management, planning and administration of employee
health service programmes) and operational level involvement was related to the number of credits
obtained in physical assessment skills courses. However, many new programmes in OH nursing
have commenced in the US since 1981 and this situation must have changed considerably. The
small sample size of the sub-group employed in OH settings (n = 51) limits the identification of
important variables and the conclusions reached. Regarding the questionnaire, no definition was
provided for "operational" or "policy making" level, "roles" or "functions" when respondents were
asked to comment on these issues. This study also raised some important issues concerning the
future education needs of OH nurses relating to the needs of employers.
With a clear outline of research questions dealing with the topic of nurses' and managers'
perceptions of OH nursing, Bey el al. (1988) studied responses from nurses and managers in a
Fortune 500 manufacturing company. The response rate from nurses was 63% (26/41) and from
managers was 60% (15/25). Open-ended questions were used as well as close-ended ones to
enhance their data. Nurses and managers had very similar perceptions of the nursing role. Both
groups placed the traditional function of direct employee care as their highest current and ideal
priority. Nurses and managers ranked environmental hazard recognition and control as a very low
priority. This may be because Occupational hygienists are more common in industry in the USA
and take on this responsibility. Both groups viewed the incentives for role expansion, continuing
education and additional clerical support staff as desirable and early retirement as desirable.
However, the rating scale may not have been very sensitive to differentiations.
In an impressive study, Lusk ci d. (1988) investigated whether executives of major corporations
were interested in having nurses extend their role and engage in more advanced activities, and if
so, to what extent they would provide or support advanced educational preparation for these
LITERATURE REvIEw 48
changes. Approximately 400 of the executives belonging to the Forbes 500 corporations
(representing the top 500 companies in sales, profits etc) were approached to take part in this
study, 229 of which participated (57% response rate) giving rise to 173 valid responses. Functions
nurses performed varied by size of the corporation and by type of industry. Activities which
corporations would like the nurses to perform were more advanced, such as conducting research,
analysing trends and developing special health programmes. The most frequently reported
activities OH nurses performed were listed as - supervising the provision of nursing care for minor
illness episodes (89.7%), counselling employees regarding health risks (87.7%), and providing
follow up of employees with workmen's compensation claims (67'/o). RNs were the largest
proportion of personnel employed with health care departments. They were also employed by a
higher percentage of corporations than any other member of the team (90.2%). Although the
results indicated support for advanced practice and education, it should be noted that the
executives sampled were not necessarily involved directly with health-related departments making
the fmdings somewhat theoretical. Nevertheless, this study makes an important contribution to the
literature with its detailed description of methods and questionnaires.
In a recent concise survey, Scalzi et a!. (1991) identified the amount of time OH nurses spent on
performing specific duties and responsibilities, and how important they were perceived to be.
Members of AAOHN's Corporate (Directors) / Executive Special Practice Group were invited to
participate and of the 72 approached, 33 responded, giving a low response rate of 45.8%. There
was a high association between scores for importance and the time spent performing specific
duties and responsibilities (r = 0.92). This indicated that Corporate OH nurse's allocated their time
to specific activities appropnately and according to the importance. Core responsibilities for OH
nurse managers included policy making, practice standards, quality assurance, staff development,
and development of systems for care deliveiy. Marketing OH services or evaluating cost and
benefit performance measures was not given high priority as expected, considering the relevance
attached to these activities. Eleven curriculum areas were identified from the 51 items (in time
spent, ranked order) including law and health care policy, business strategies, organisational
behaviour and politics, quality assurance, management information systems, marketing, risk
management, ethics, clinical nursing, human and material resource management, and financial
management. Recommendations for OH nurse managers' preparation included education about
health policy, programme planning and evaluation, business strategies, the application of
management information systems, quality assurance, and marketing. There was the common
problem with survey data - subject selection bias. Nevertheless, the authors were able to make
recommendations about curricular activities and OH managers' preparation from the clear and
unambiguous data they collected.
LITERATURE REVIEw 49
2.3.4 Studies in other European countrie,
In a novel approach to studying issues in OH nursing, Rossi (1987) collated information from 24
different countries in an attempt to understand the worldwide concerns of OH nurses. Information
was gained by questionnaire from the following countries: Ireland, the UK, Belgium, France, Italy,
Greece, the Federal Republic of Germany, the Netherlands, Sweden, Norway, Finland, Denmark
and Iceland; only Luxembourg did not return the questionnaire. One individual, either a physician
or nurse, belonging to the International Commission on Occupational Health (ICOH) in each
countiy was selected as respondent. Information from the other eleven countries represented in
this descriptive study (Australia, Canada, Japan, New Zealand, Nigeria, Poland, Spain, South
Africa, Tanzania, the United States and Luxembourg) was gained from either lectures, conferences,
observation, interview, or from articles and bibliographies. Interesting differences and similarities
are discussed. The main fmdings were: 1) OFf nurses did not understand health examinations in
some countries, i.e. it was the physician who examines the employees; 2) the training of the nurse
and the legislative situation in that country may affect nurse independence; 3) in general, the main
principles, goals and practice of OH nursing seemed to be quite similar everywhere; 4) the
majority of tune was spent on prevention except in Iceland, where the majority of time was spent
on primary care. Although the validity of the data is questionable, this study provides some insight
into the diversity of the role of OH nurses across different cultures, countries and different
settings.
In a similar study, Rossi (1991) again attempted to compare OH nursing issues across countries.
This time a more selective sample was considered, in that, only the Nordic countries of Denmark,
Finland, Iceland, Norway and Sweden were studied concerning OH services. Only one to two
people from the various countries were invited to participate in the working group, representing
either authorities or experts in the field. The main findings were: 1) OH services in the Nordic
countries started as initiatives of single industrial enterprises; 2) coverage of employees ranged
from an estimated 23% of employees to 93% in Finland; 3) contents of OH services in the Nordic
countries corresponded mainly with the ILO Convention on OH Services (1987) - the services
were primarily directed to preventing work-related problems and to achieving a better work
environment; 4) employers were responsible for the total cost of OH services in all Nordic
countries, but each had state reimbursement to help cover the costs. It is, however, difficult to say
what the precise source of some of the information from each country was, as this is not made
explicit in the repoit it is made clear that the descriptions are based on current infonnation
available to the author. This study is interesting in that it highlights the similarities across these
countries with regard to services provided aid gives some information about the historical






All research entails difficulties, and scientific interpretation requires an assessment of strengths
and weaknesses of each study. It can be seen that there were some common weaknesses in the
previous studies of OH nursing practice. These included, potential selection bias, inadequate
sample size and poor response rates, various characterisations of OH nursing practice, inadequate
attention to potential confounding factors, and insufficient hypothesis testing.
Potenthil for selection bi
A key issue in descriptive studies is the potential for selection bias, that is, the representativeness
of the study population. In a large number of the descriptive studies the investigators selected the
study population for convenience, which resulted in the selection of either specific ty-pes of group,
or groups of people working in specific geographical areas. For example, some of the UK studies
have been undertaken using selectively regional samples of OH nurses. These have included
Scotland, the North of England, the West Midlands and parts of London (Silverstone, l982a). the
West Midlands only (Bamford, 1987) and the South West regions of England (Sharp eta!., 1988).
There have also been some studies of special groups such as the OHNC qualified nurses who
graduated from Manchester Polytechnic (Balcombe, 1983). In the USA, the research which has
been undertaken using selectively regional samples included, studies in South Carolina (Chovil
et aL, 1984), Texas (Levinsohn, 1984), and one in a midwestern state (Conrad et a!., 1985). There
have also been a number of specific group studies. For example, one-nurse units (MaKechnie,
1983), master's-prepared OH nursing specialists (McGovern et a!., 1985; Christensen et aL, 1985),
all nurses and their managers in a Fortune 500 manufacturing company (Bey, 1988), the
executives of the Forbes 500 corporations (Lusk et a!., 1988), and all the members of the
AAOHN's Corporate/Executive Special Practice Group (Scalzi et aL, 1991). In order to interpret
the descriptive findings, the first step, was therefore to determine whether the sample selection
technique was in accordance with the basic assumptions of the study design. When this was not
satisfied the study population was likely to be limited, resulting in some doubt about the validity
of the findings in terms of the ability to generalise the results to the whole population.
bwdeqwte sari'ple site aid poor 1poase 'es
Any sample that included substantially fewer persons than the number asked to participate was
open to questions of bias. Response rates varied from 32.3 % (Levinsohn, 1984) to 90% (Sharp
et at, 19*9). Poor response rates were attributed to the inconvenience of the interview, the type
of questions asked, and the perceived seriousness of the problem presented, etc. The number of
studies with poor response rates leads one to doubt the validity of some of the findings and
therefore ones ability to generalise from them. This is particularly relevant if the outcome
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measures (i.e. aspects of OH nursing practice in these cases) would have been appreciably
different if the non-respondents responses had been included. Documenting as much information
as possible about non-respondents helped to indicate the likelihood of bias created by their
exclusion.
Various chartwieristion of ocaqxaiond health musing prtxtice
Because of tune and fmancial constraints, most of the studies used a postal questionnaire of either
open or closed ended structure to determine OH nursing practice by OH nurses themselves. The
definitions that they employed could pose problems regarding ambiguity in the interpretation of
practice. The terms "roles", "functions", "activities", "duties" and "responsibilities" were used
andlor grouped to represent specific aspects of OH nursing practice. None of the investigators
gave any clear definition of what was meant by the concept of the "role" of the OH nurse, nor
made it distinct from either "functions" or "activities" carried out by the OH nurse (Silverstone,
1982a, 1982c; Levinsohn, 1984; McGovern ef aL, 1985; Christensen et a!., 1985; Alston, 1990).
Some studies, which mentioned "functions" and "activities" of the OH nurse, provided exhaustive
lists, composed of various descriptive categories, which allowed responses through open-ended
questionnaires which then resulted in a list of activities which respondents either believed they
should perform or believed they did already perform. Alternatively, some researchers restricted
the choice and provided a predetermined list of activities to which respondents were required to
agree or disagree. Whichever method was chosen, the outcome was often an unwieldy collection
of descriptive information, where specific meaning was left veiy much to individual interpretation
once the study had been published. For example, Silverstone's study (1982) listed 43 tasks,
grouped into 11 functions; while McKechnie's (1983) had 10 functions; in Christensen's study
(1985) 20 functions or roles were identified, whereas Balcombe (19*3) listed 6 functions. Bey
(1988) and Lusk (1988) also specified 20 functions and activities; however only 10 activities were
named in Sharp's study (1989). Finally, 51 activities were highlighted in Scaizi's study (1991) as
against only 7 categories of activities in Yoo's (1993) study.
Furthermore the quantitative measure of "time spent" utilised in some studies (Levinsohn, 1984,
Sharp et a!., 1989; Scalzi et d., 1991) was not equivalent to the qualitative measures such as the
"rates of nurse involvement" (Silverstone, 1982a, 1982c), "policy and operational level
involvement" (Christensen, 19*5), and the "evaluation of nursing activities" (Yoo, 1993). Another
related weakness was also identified, in that there was no evidence of validity and reliability for
these measures. This pointed to the need for well-defined terms that have already demonstrated
validity and reliability for this type of study population.
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Inadequate attentioN to potentially confounding f.ion
It is probable that information about the OH nurses' personal characteristics, such as sex, age and
motivation would have been of value in these studies and may have influenced the practice which
the OH nurses studied provided. Although the characteristics of nurses as respondents were
recorded in some of the studies, these characteristics were not specifically controlled for, with
respect to the nature of OH nursing practice. For example, it cannot be concluded that there was
a difference in job satisfaction between OH and hospital nurses when there was a lack of control
across age, years of experience and educational attainment in a comparative study (Conrad et d.,
1985).
Insufficient hypothesis testing
Finally, hypothesis testing involves conducting a test of statistical significance and quantifying the
degree to which sampling variability may account for the results observed in a particular study.
Descriptive analysis was often insufficient with respect to the questions asked in some
correlational and comparative studies. Percentages for example, were used to answer comparative
questions in Lim's study (1983). Moreover adjustment between various independent variables and
controlled confounding variables was not achieved using univariate analysis only, e.g. Conrad's
study (1985). These may have limited or over-generalised the interpretation of the studies
described above.
2.4 An overview of occupational health nursing practice
2.4.1 Introduction
A variety of research-based studies on OH nursing practice have been published and deal with a
number of different issues related to this speciality of nursing. Since some common weaknesses
existed in the study designs, as previously mentioned, the trends and specific characteristics of the
research will be described in the following section rather than attempting to make any scientific
comparisons. These studies were considered under the following headings: practice for direct cam,
prevention, protection, promotion and other OH nursing practice.
2.4.2 Practice for direct care
Almost all the studies of OH nursing practice have dealt with various aspects of the treatment of
illnesses and injuries at work. In many countries it is still the most commonly performed aspect
of OH nursing practice (Rossi, 1987). Rehabilitation (Thompson, 1982) is also an important aspect
of direct care and is required at work for employees returning to work after illness and injmy.
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According to research conducted by EMAS (HSC, 1976) about 11.5% of the workplace where
employees had OH services these did not provide any other service than treatment of emergencies
and minor illnesses and injuries, and this was the most common activity. Even in the research
published in the last decade the central role of caring for the sick can be seen in the work of the
OH nurse. Silverstone's (1982) study indicated that the four tasks in which the majority of OH
nurses were most actively involved were care of the injured (87%), listening (85%) and care of
the sick (84%), followed by giving advice on medical, work or hygiene issues (770,•)• Balcombe
(1983) obtained similar results indicating that treatment and follow-up made up the major activity
in the practice of the OHNC qualified nurses, accounting for 18% of their working hours. In
another study which compared the changes in OH nursing practice between 1981 and 1987, Sharp
et d. (1989) found an increase in the proportion of nurses carrying Out treatment from 88% to
95%. In ranking the amount of time spent on specific activities Sharp et al (1989) found that
treatment took up the most time among 10 activities performed by OH nurses and this did not
change between 1981 and 1987.
In an American national survey (Cox, 1985) 87% of the nurses followed protocols for treatment
and dispensing medications. "Self-limiting" conditions such as a cold or influenza were those most
often presented, followed by chronic health problems, acute emergencies and psychological and
sociological problems. In McKechnie's study (1983) of one-nurse units the core functions
undertaken by a proportion of the nurses were identified. Of the nurses studied 79.5% were
involved in the care of occupational injuries or illnesses, and 76.2% provided care for non-
occupational conditions. In Levinsohns' OH nurses' study (1984) over half of the nurses worked
for large companies (from 1,000 to 5,000 employees) in Texas. More than 90% of the nurses
carried out activities which included: recording keeping, treating occupational illness and injuiy,
follow-up care, administering medications and counselling employees about non-work related
illness. Finally, in a Forbes 500 corporation's survey Lusk et a! (1988) also showed the most
frequent activity performed by OH nurses was to supervise the provision of nursing care for job-
related emergencies and minor illness episodes.
The OH nurse is generally the OH practitioner met most frequently by employees who receive OH
services and is often the closest to them also. Many work-related conditions and diseases have
similar symptoms to general disorders and in OH practice such conditions may be recognised early
by the OH nurse making it possible for the employee to receive prompt and appropriate medical
care. Thus the treatment of sick and injured employees will probably continue to the part of the
work of the OH nurse in the future. The provision of direct care in OH services may be a valuable
means of identifying the need for workplace improvements and of boosting employees morale.
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2.4.3 Practice for prevention
Health surveillance is one of the most important preventive activities concerning individual health
and safety at work. There are a number of categories including pre-placement health examinations,
specific examinations for hazardous works, periodic examinations, return-to-work examinations
and health screening. There is much variation within and between countries as to the extent to
which an OH nurse can independently undertake health examinations. In the UK and all
Scandinavian countries OH nurses undertake some part of the health examination and refer clients
to the physicians for further examination if necessary, but this work is done by occupational
physicians in France (Rossi, 1987).
The next most frequent activity found in the literature was pie-employment or pie-placement
medical examinations or screening procedures constituting about 75% of the firms which employ
doctors and/or nurses in the study conducted by the EMAS (HSC, 1976). Regarding the work of
the OH nurse, Silverstone's (1982) study indicated that 72% of the OH nurses were most actively
involved in preparation for medical examinations and 59% did pie-/post-employment interviewing
and periodic screening. Balcombe (1983) also showed similar results and that the OHNC qualified
nurses spent 16% of their working hours on the second major activity, that is, health supervision,
such as health interviews and medical screening. In another study which compared the change in
OH nursing practice between 1981 and 1987, Sharp et d. (1989) found an increase in the
proportion of nurses carrying out medical examinations and screening duties, from 78% to 97%,
and the amount of time spent (when ranked) took the second position of 10 activities, which was
a change from the third position in 1981.
As in the UK, Cox (1985) demonstrated in the USA that 56% of the nurses felt responsible for
medical surveillance, as recognised by the OSHA, and this was the second most frequent nursing
activity in this national survey. In the one-nurse units study (McKechnie, 1983) 76.1% of the
nurses were involved in health examinations in terms of the core functions undertaken by a
proportion of the nurses. In Levinsohn's study (1984) over half of the nurses worked for large
companies (from 1,000 to 5,000 employees). Inter-disciplinary competition from other medical
personnel may partially contribute to this situation
In general the health surveillance done either independently or with assistance from the OH nurse
depends not only on the type of education received by the nurse, but also on legislation and policy
(national and local) and on the extent of medical support.
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2.4.4 Practice for orotection
Regular visits to the workplace are necessary to identify potential hazards in the working
environment and working procedures which may affect workers' health. Thus environmental
surveillance is the basis for the planning and execution of other activities of OH services such as
health examinations and health education.
The number of nurses and I or the amount of time spent on workplace visits were measured in
some OH nursing studies. Out of the 289 OH nurses who were surveyed in Silverstone's (1982)
study, 49% undertook workplace visits and observations, 28% gave advise on protective clothing
and apparatus, and 27% undertook environmental surveys. Balcombe (1985) found that OHNC
qualified nurses used 16% of their working hours for environmental issues, including: shop floor
visits (6%); environmental surveys (1%); consultation and discussion with unions, management
and team members (6%); and reporting and meeting (3%). In their more recent study Sharp et al.
(1989) found a 36% increase in the proportion of nurses carrying out environmental surveillance
duties from 59% in 1981 to 95% in 1987, and the amount of time spent when ranked, took the
fifth position of 10 activities.
In the USA, in the AAOHN's national survey, Cox (1985) found that 22% of the working tune
of an OH nurse was spent on environmental assessment or monitoring. Rossi's international survey
(1987) which covered 23 countries showed that in almost eveiy country OH nurses visited work
areas for emergencies and first-aid. In 15 of the countries surveyed OH nurses took part in
environmental surveys.
Basic knowledge about work conditions and work procedures is of great importance to workers'
health and helps practitioners determine the nature and extent of health examinations and health
education required. In addition, the control of biological hazards, such as HW and hepatitis B
virus infection, is also of great importance especially for health care workers. Such work is
demanding and complex and therefore requires the co-operation and collaboration of a
multidisciplinary team.
2.4.5 Practice for Dromotion
In almost every country health education is apparently one of the main methods utilised for
"preventive health care" (Rossi, 1987). Health education is provided whenever necessary at the
individual level when there is direct contact with the employee (e.g. at times of health examination
and counselling) and at the group level in health and safety training (e g. first-aid training) or in
specific health promotion programmes (e.g. smoking cessation and fitness programmes).
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In Silverstone's (1982) study 85% of OH nurses were veiy involved in counselling individuals
including listening (85%), giving advice (77%), giving information or explanation (69%),
supporting action or referral (66%), and therapeutic help (46%). The OHNC qualified nurses in
Balcombe's (1983) study were found to use 70/• of their working hours for counselling or health
advice, and 5% for teaching (e.g. first-aid training and health and safety group education). Sharp
el a!. (1989) found that between 1981 and 1987 there had been a 44% increase in the proportion
of nurses canying out general health education (from 24% to 68%) a 29% increase for counselling
(from 66% to 95%) and a 41% increase for first-aid training (from 14% to 55%).
When the use of OH nurses' time spent on health education was studied in the USA, it was found
that 12% of their working hours consisted of developing and conducting health education
programmes (Cox,, 1985). In the past decade extensive health promotion programmes have been
carried out. According to same study (Cox, 1985), 326 companies (67%) from which nurses
responded offered a drug, alcohol or smoking programme, mainly on an individual basis. 61%
offered a programme of screening individuals for heart disease or stress, 56% a diet or nutrition
programme, 49% screening programmes for cancer, health education, and individual programmes,
and 41% provided individual and group physical fitness programmes. Similarly, nearly 66% of
worksites with more than 50 employees had at least one health promotion programmes
(Christenson and Kiethaber, 1988). Patterson (1987) stated that the OH nurse is frequently the
person responsible for designing and conducting these programmes.
Health education is a basic skill required in OH services and should be part of a corporate
programme of health promotion which requires the co-operation and collaboration of a
multidisciplinaiy team, and consultation with the woTk force.
2.4.6 Other occunational health nursing practice
Many other aspects of OH nursing practice have been mentioned in the literature for example,
administratioa (Silverstone, 1982a McKechnie, 1983; Cox, 1985; Sharp el a!., 1988), record
keeping (Levinsohn, 1984), management (Christensen, 1985; Scalzi et d., 1991; Yoo, 1993),
policy-making (Christensen, 1985), liaison (Chnstensen, 1985), co-operation with other
professionals (McKechnie, 1983), external relations (Lim, 1983; Sharp et d, 1988), epidemiology
(Sharp et a!., 1988), research (Lim, 1983), etc. These can be grouped into administration,
management and research which help and improve OH nursing practice.
It can be concluded that a larger proportion of OH nurses spend the greater part of their tune on
traditional curative care rather than preventive and promotive practice, and that they adopt a
LITERATURE REVIEW 57
reactive rather than proactive approach to their work. However, OH nursing practice is
increasingly expanding and focusing on the prevention of ill-health and disability and on control
of the work environment. To be successful, OH nurses now need to co operate closely with other
professional personnel as well as with managers.
23 Densanion between intern ad extena influencing facton
Before discussing any potential factor influencing OH nursing practice the first step is to clarify
the conceptual demarcation between internal and external influences. From the previous review
a number of factors have been identified which appear to influence OH nursing practice. These
can be divided into two main groups: internal (ie. within organisations) and external factors (i.e.
outside organisations). Internal factors that more directly influence OH nursing at the
organisational level or within the organisation include OH nurses' own perceptions and beliefs (e.g.
ideal or important roles considered), OH nurses' professional background (e.g. professional
qualifications and experience), the working environment (e.g. the type and size of the
organisation), the nature and size of the OH and safety team (e.g. staff in the OH and safety
department and their professional relationships), and personal factors (e.g. sex, age, status and
motivation). External factors influence OH nursing practice more indirectly. These include:
legislation and policy (national or regional), socio-economic circumstances and changes, they type
of national or local health care system available, and public awareness of health and environmental
issues, for example.
2.6 1ntein factois influencing occupation health nursing p,ctice
2.6.1 Introduction
This section is concerned with the identification of potential internal factors that have been shown
from the literature to influence OH nursing, or are thought to influence OH nursing. Together with
some of the UK studies already mentioned in the previous section discussing OH nursing practice,
a number of studies from America and Europe will also be referred to in this section which have
focused on the potential internal factors thought to influence OH nursing. These studies are
considered under the following headings: OH nurses' professional background, OH nurses'
perceptions and beliefs, the working environment, the OH and safety team, and other potential
internal factors.
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2.6.2 Occupational health nurses' professional background
The nurses' professional background including education and experience, should determ Inc what
they consider as the main tasks in their work. If they have neither received any education about
preventive and promotive health care nor about OH, or experience In these areas they will use the
hospital or medical model in their new job and provide care only for the sick and injured. In
general, the basic principles of nursing are similar in all fields of nursing whether in hospitals, the
community or the workplace. However additional knowledge is needed by OH nurses for their
practice in industry, commerce and the service sector. OH nurses need to understand the changes
occurring in work, workplaces and in working life, and even in the general living environment.
In addition, they need to be able to recognise, control and prevent the health risks caused by these
changes.
The EMAS (HSC, 1976) survey conducted In 1975 reviewed OH services. A minority of services
were the sole responsibility of a single nurse, more than 25% of which were State Enrolled Nurses
(SENs). Of the full time Registered Nurses 19.6% held the OHNC, whereas only 16.7% of part-
time Registered Nurses held the OHNC. In another study by Silverstone (1982) it was found that
the majority of OH nurses (81%) were Registered General Nurses and 19% were SEN's. Among
them 23% possessed Part! of the OHNC and 26% also possessed Part II of the OHNC. Kazem
(1987) found 44% of the nurses working in NHS OH services had the OHNC qualification. In
Dorward's (1988) study 5 1.1% of the nurses were Registered Nurses with the OHNC qualification,
12.6% had the Occupational Health Practice Nurse (OHPN) qualification, 2 1.5% held only the
Registered Nurse qualification, 9.6% were SEN's with the Occupational Health Practice Nurse
(OHPN) qualification, and 5.2% held only the SEN qualification. But Sharp's (1988) study showed
55% of the nurses working in South West England did not hold any qualification in OH nursing,
due to their being only one OHNC course available in that region at that time. Recently the study
by Yoo (1993) used the RCN-SOHN membership list and found 95.4% held the OHNC and
59.7% had expenence in hospitals.
In the USA, in the AAOHN's national survey Cox (1985) found that 200. of Registered Nurses
held a baccalaureate degree and 6% had a masters degree. The OH nurses' study in Texas
(Levinsohn, 1984) also showed 26% held a bachelor's degree, sin, held the AAOHN
membership, and 79.6% held local membership. An interesting study concerning master's-prepared
OH nurses (Christensen et tt, 1985) revealed that their policy level involvement was related to
the number of credits obtained on management and administration courses, and operational level
involvement was related to the number of credits obtained in physical assessment skills courses.
This study showed the effect of educational courses on OH nursing practice in their later careers.
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In her international survey (Rossi, 1987) showed that in almost all countries the basic nursing
education did not include courses about OH care and that although continuing eduction has been
arranged for OH nurses, in some countries it is not usually mandatozy. Although few studies
focused on the influence on OH services of basic and continuing education or experience in other
nursing specialities, it could be believed that there must be some influence on OH nursing practice
from OH nurses' professional background in other areas.
2.6.3 Occupational health nurses' perceptions and beliefs
OH nurses' perceptions and beliefs about OH nursing are associated with their knowledge and
experience. Some studies (Silverstone, 1982a; Sharp et aL, 1989; Yoo, 1993; Scalzi et a!., 1991)
evaluated OH nursing practice as perceived or believed to be appropriate by OH nurses, which
then examined the similarities and differences compared with the actual or real situation.
Silverstone's (1982) study used the degree of "importance considered" versus "nurse involvement"
in 43 tasks, grouped into 11 functions, representing OH nurses' perceptions and beliefs about their
roles. It was concluded that the functions which were considered important were also those in
which the nurses were most commonly involved. In Sharp's (1989) study the "task considered to
be most important" versus the "task taking most time" was utilised to gauge OH nurses'
perceptions and beliefs about their practice. Medical examinations or screening, treatment and
environmental surveillance were considered to be the most important duties but most time was
spent on the duties of treatment, medical examinations or screening and administration. Similarly,
in a recent study (Yoo, 1993) nurses' "expectations" versus "evaluation" of the OH nursing service
was employed as the means of establishing OH nurses' perceptions and beliefs. The correlation
for expectations and evaluations of non-traditional nursing services was significantly lower than
for traditional services.
However, a manager-level OH nurses' survey (Scaizi et a!., 1991) in the USA attempted to identify
how important activities were perceived to be (vs. the tune spent on them). There was a high
association between scores for importance and the time spent on them. It seemed that corporate
nursing managers allocated tune spent on activities appropriately with regard to the importance.
It can be seen that there is a trend of incongruence between OH nurses' perceptions and beliefs
and their real practice except among nursing managers, whose work involves policy making in
this field. They thought that their practice should be more preventive than curative. Thus it can




The working environment consists of work, workplace, and working life and is always considered
one of the most important factors directly influencing the OH service. This includes the type of
organisation and the number of employees. It must be recognised that other factors in the working
environment include organisational policies and strategies and the organisational culture. These
are also important and these may affect individual and orgaiusational health.
Type of organismion ud nwnber of employees
In the EMAS (HSC, 1976) survey it was found that the size of firm was a predominant factor,
where small firms (employing up to 250 workers) did not provide any service, other than perhaps
a doctor on call. In contrast, larger firms (employing over 1,000 workers) often employed doctors
and nurses. Similarly, Sharp's (1989) study showed that since 1981 the number of OH nurses who
worked for one organisation only, rather than for multiple employers, increased, but the number
of those who worked for small enterprises (fewer than 250 employees) or for large enterprises
(more than 5,000 employees) decreased, due to the economic change. However the type of
organisation did not appear to be a very important factor in influencing the existence of OH
services, except in the NHS. Since 1970s the provision of OH services which are mostly nurse-
based has expanded in the NHS. (Kazem, 1987)
In the USA, Chovil et aL (1984) also found that as the size of the plant in South Carolina
increased so did the number of Registered Nurses employed (i.e. only 3% of small plants
employed Registered Nurses whereas 89% of large plants employed Registered Nurses). A
national survey showed that over half of OH nurses worked for large companies with more than
1,000 employees (Cox, 1985).
There are few studies concerning the influence of the type of org anisation and the number of
employees on OH nursing practice. In the one-nurse units study by McKechnie (1983), no
significant relationship was found between the number of functions performed and any of the four
factors studied, that is the size of organisation, the type of business, the length of OH experience,
and the level of medical supervision. Unfortunately, due to inevitable selection bias it was difficult
to examine the above factors satisfactorily in a study of one-nurse units which volunteered for this
study. However, there were some differences among OH nursing activities in the Forbes 500
corporations, according to the size and type of industzy represented by the corporations (Lusk et
aL, 1988). For example, in heay industiy corporations OH nurses were more frequently identified
as serving as a member of the OH and safety committee and were conducting plant surveys
regularly to identify hazards and potential violations of legislation. Corporations with fewer than
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10,000 employees were less likely to have their OH nurses involved in the more sophisticated
activities of evaluating the ability of absentees to return to work, and were less likely to have them
serve as members of the OH and safety committee.
Managers said employees
Approximately half of the mastei's-prepared OH nurses studied by Christensen el ci. (1985) started
their new positions without formal job descriptions. Even when there is a clear job description as
a result of the organisational policy and strategy it is not always used in practice. Thus some
researchers utilised managers' or employers' perceptions and beliefs about the OH nursing practice
in their studies as a surrogate for organisational policies about OH nursing (Bey et aL, 1988; Lusk
ef aL, 1988; Dorward, 1990; Yoo, 1993) Some (Dorward, 1991; Yoo, 1993; Bey et a!., 1988) of
them examined the similazities and differences between managers' and OH nurses' perceptions and
beliefs about current or ideal roles. Only Yoo (1993) considered employees t health care demands
in her study, and she used them as an input to her self-care model.
A study (Boy et a!., 1988) in the USA found that in a Fortune 500 manufacturing company there
were veiy similar perceptions of the nursing functions perceived by nurses and managers. Lusk
et d. (1988) found that executives of major corporations were interested in having nurses extend
their role and engage in more advanced activities such as conducting research, analysing trends,
and developing special health programs.
Dorward (1991) set out to compare the perceptions held by OH nurses and their managers
concerning OH nursing functions. All 13 functions except treatment were perceived as more
important by the OH nurses than by their managers, especially health promotion and liaison.
Similarly, Yoo (1993) examined OH nurses', employers' and employees' expectations of OH
nursing services (i.e. ideals) and their evaluations (i.e. actual evaluations) of these services.
Employers had significantly lower expectations than nurses, except in the area of care and
treatment. However, employees had high expectations of preventive services but their lower
evaluations indicated that these were not met.
It can be seen that the type of organisation and the number of employees can, to some extent,
influence the quantity and quality of the OH nursing practice. Although there are no studies
concerning the influence of organisational policy and strategies on OH nursing practice, some of
the tasks perceived by OH nurses as appropriate were incongruent with those considered necessaly
by their managers. This needs more research to identify influencing factors rather than research
involving comparisons alone.
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2.6.5 Occupational health and safety team
The rapid changes now occurring in work, workplaces and working life require versatility,
expertise and good co-operation between the different professional groups if OH and safety
services in workplaces are to be developed satisfactorily. The ILO recommends that OH services
should be multidisciplinary, represented by occupational medicine, industrial hygiene, ergonomics
and OH nursing (ILO, 1985). *
In Silverstone's (1982a, 1982b, 1982c) study 39% of the OH nurses worked alone without
professional support from colleagues or from a physician, and 13% did not have a physician at
all. Bamford's (1987) study reported 28.2% of the OH nurses had full-time support from doctors,
69.0% bad part-time support, and 2.8% had no support. It also showed that 20% worked alone,
21% with first-alders, 29% with other nurses, and 14% with other specialists. The regional survey
by Sharp et aL, (1988) in South West England showed that 66% of the OH nurses worked with
other nurses compared with 56% in 1981 and 90% worked with a medical officer.
In Cox's (1985) survey she showed that more than 50% of OH nurses did not have the support
of a On-site physician. More than two thirds of the estimated 23,000 OH nurses in the USA are
employed in one-nurse units (Lloyd, 1984). McKechnie (1983) found that the level of medical
supervision did not affect the number of functions performed in one-nurse units. Chovil's study
(1984) in South Carolina noted that most companies had some relationship with a physician,
however, the majority of these physicians did not visit the plants. Among the plants employing
nurses 10% did not indicate that they had any relationship with a physician. Levinsohn's study
(1984) in Texas showed that 51% of the OH nurses worked with less than three other health care
providers. Among them 41% did not work with a physician. In contrast, Lusk's survey of major
corporations (Lusk et d., 1988) showed 90.2% of corporations with health departments had at
least one Registered Nurse. The percentage of corporations which employed other types of health
and safety provider are as follows: safety engineers (61%), physicians (61%), industrial hygienists
(45%), counsellors (34%), Licensed Practice Nurses (LPN's) (16%), toxicologists (16%),
emergency medical technicians (15%), and physician assistants (13%), epidemiologists (10%),
laboratory and X-ray technicians (9%), safety coordinators (4%), and safety administrators (3%).
There are few studies describing the relationships between OH nurses and the other professionals
in OH and safety and how OH nurses play their role within the OH and safety team (Sinions,19*0;
Silverstone,1982). Alston (1990) indicated that role overlap occurred where a team appwacb such
as environmental activities was required and communication problems were highlighted as a
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difficult area. However, it was found that cooperative efforts were more in evidence than conflict
situations.
The most common professional combination in OH services is a physician and an OH nurse. In
some countries a physician is not included in the OH team in the workplace. In most countries
it will be a long time before it is possible to form these OH and safety teams (Rossi, 1987).
Cooperation is not only needed within a organisation, it is also important to communicate outside
especially for those nurses in one-nurse services.
2.6.6 Other yotential internal factors
Some other potential internal factors influencing OH nursing practice have been identified in some
studies such as demographic information (sex, age and marital status), details of current post,
motivation (Levinsohn, 1984, Bey et aL, 1988), and job satisfaction (Levinsohn, 1984; Conrad et
a!., 1985). However, few studies investigated or controlled those influences which could separate
the real effect from other factors of interest.
2.7 External influencing factors for occupational health nursing pnictice
2.7.1 Introduction
This section is concerned with the identification of potential external factors that have been shown
to influence OH nursing, or are potential influences on OH nursing practice. it is difficult to
measure external factors since long tune interval are required and ideally comparisons should be
made between different countries. International comparative studies are difficult because of the
different measures, measurement instruments and techniques employed. Thus, a number of factors
have been considered (Radford, 1990; Rantanen and Lehtinen, 1991) but there were few studies
that involved the external factors influencing OH nursing practice at the national level, or its
equivalent. Some studies were considered under the following headings: national health system,
economic climate, national development, and other potential external factors.
2.7.2 National health system
In the past OH services appear to have developed outside national health systems in many
countries. The relationship between OH services and national health systems is thus a crucial
factor if one is to consider universal coverage of workers and the provision of comprehensive
services. Naturally this situation has some influence on current OH nursing practice. A few British
studies have focused on the relationship between the NHS and OH service
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Some studies highlight the fact that there have been many working people without direct access
to OH nurses or any form of OH service. It appears that small firms or workplaces, and especially
those near to NHS facilities are least likely to provide a comprehensive OH service to employees
(HSC, 1976). Other studies by McEwen et a!. (1982) and Gaffney (1986) have emphasised the
lack or absence of two-way communication between the NHS and OH services, which implies a
need for better liaison, on both sides, especially by NHS personnel - many of whom still appear
to have littic or limited knowledge of the roles and work of OH personnel and services in general
and of OH nurses in particular. It was suggested that improved communications would reduce
misunderstandings, improve patient care and thus lead to greater staff satisfaction. Therefore, it
appears that when a national health system operates in countries where OH services exists, this
influences the establishment and practice of those OH services. In the UK this is the NHS and it
is relevant to consider the resources available for referral systems to enable OH services to operate
optimally.
2.7.3 Economic climate
A interesting study concerning temporal changes by Sharp et aL (1989) aimed to compare how
OH nurses perceived their roles in 1981 and again in 1989. It also assessed the effect of changes
in industiy and economy on OH nursing in the England. The traditional industries employed fewer
OH nurses than previously but the NHS appeared to be the leading employer of OH nurses in the
South West region of England. In the period studied there were expansions of the nurses' roles
from traditional health care, to include the prevention of diseases and the control of working
environment. This partly reflected competitive changes from traditional to modern industry.
Although these were not made clear in the report, the findings potentially reflected the changes
in types of industiy directly and the changes of economic situation and the impact on the NHS,
indirectly. In general economic changes influenced OH nursing practice indirectly and were
inferred from the qualitative temporal trends study rather than from quantitative results.
2.7.4 National develonment
National development implies developments in politics, sociology, economics, education and
health and many other areas. An interesting study which compared OH nursing services in the UK
with those in Malaysia (Lim, 1983) concluded that the main activities were the same for each
group studied. Although the findings illustrated some differences in OH nursing services it did
provide an overall impression of OH services in each countiy, but the weakness of the selection
bias Limits its value. Also this study did not address external factors in detail, such as political,
social and cultural differences; except in terms of Malaysia being a developing country. Basically
national development was considered as an external factor which broadly influences OH nursing
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practice. However the need for quantitative measures in international comparative studies, in term
of indicators about politics, sociology, economics, education and health, is apparent
2.7.5 Other potential external factors
There have been two international comparative studies (Rossi, 1987, 1991) which gave useful
exploratozy hypotheses for the external factors influencing OH nursing practice. It was suggested
that the following aspects seemed to play an important part in the extent to which OF! nurses'
work and maintain independence in different countries: the level of education, national legislation
on OH and safety issues, general state of health and social services in the country, connections
with prim azy health care, stage of development of the countzy, quantity and education of other
staff in OH care. (Rossi, 1987). This has facilitated the quantitative study of external factors in
this research.
2.8 Conclusions
Whilst there is no shortage of literature on OH nursing and related topics in Britain and
internationally in the English speaking world, the main research contributions are inadequate in
various ways. Descriptive studies, for example, often provide a wealth of information on the
practice and education of OH nursing, but do not help explain in an analytical way how these
influence what is done. Equally, studies which are analytical in focus tend to be partial rather than
comprehensive, typically usmg specific groups or areas only. Thus, they may examine a single
issue, a single population attribute, a single level organisation, or a single area, rather than
considering OH nursing practice as a whole. This is not to say that descriptive studies and specific
concern studies have no value. On the contraiy, descriptive data contains much useful information
on which to build an analytical study, while specific concern studies frequently include valuable
insights into certain aspects of OH nursing.
There is a need to go beyond these approaches and to analyze the overall pattern of OH nursing
practice. This research attempts to provide an empirical approach to the factors influencing OH
nursing practice. The aim has been to discover what kinds of OH nursing practice exist and how
OH nursing practice is perceived in UK, Europe and the USA. The identification of the main
factors that currently influence OH nursing practice has been used to inform the construction of
a framework The production of a framework was regarded as beneficial for OH nursing practice
since through use of it, the OH nurse could provide more appropriate nursing services and better
care.
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Chapter 3. Mateiials and Methods
3.1 Intmduction
This study aims to meet the foiJowing four objectives: to undertake a semi-structured questionnaire
survey of key persons in OH nursing in the UK in order to gain an iiformed overview of current
practice; to undertake a structured postal questionnaire survey of OH nurses in order to identify
the factors influencing their practice; to use the data from the key persons' and OH nurses' surveys
to inform a frameork or model for OH nursing practice, and; to make recommendations about
curriculum development for OH nursing. In summaly, the study provides a detailed descriptioa
of key persons' and OH nurses' perceptions and beliefs of their professional roles and an analysis
of the main factors influencing OH nursing practice.
3.1.1 Objectives of the study
The objectives of the study focus on three aspects to achieve research goals: comparing ideal
roles/functions and actual roles/functions, establishing the main factors influencing OH nursing
practice and constructing a framework which informs and benefits the education and practice of
OH nurses. Thus the objectives are:-
1) To gain an overview of OH nursing practice in the UK.
2) To identify the main factors currently influencing OH nursing practice.
3) To construct a new practice based framework for OH nursing practice.
3.1.2 Statement of research questions
1) How do OH nurses' perceive their roles?
2) How do OH nurses' perceive their functions?
3) What kind of roles do OH nurses' adopt in their practice?
4) What kind of functions do OH nurses' fulfil in their practice?
5) Are there any differences between their perceptions and their real work?
6) What are the influencing factors which affect their practice?
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3.2 Study design
3.2.1 Selection of method
The relative merits of a survey design or a more quantitative approach were considered. A survey
brings benefits which were recognised by the investigator. Quantitative results can be used to
supplement qualitative data. The use of a survey can generate a large volume of information. This
is more amenable to quantitative statistical analysis than is descriptive data. Moreover, survey
research may contribute to greater confidence in the generalisation of results (Jick, 1979) and is
more suitable for extensive analysis.
In order to consider how to obtain both qualitative and quantitative data, a range of data methods
have been used. In this study interviews and work observations were undertaken by the
investigator in order to gather valuable qualitative data, and then the questionnaire survey was
undertaken to obtain a large amount of quantitative data. Open-ended questions in the
questionnaire also yielded some qualitative data. A questionnaire is the easiest wa of ensuring
structured data, it is thus the most common technique used in survey research. The survey
therefore formed the focus of data collection in this study.
A cross-sectional survey was designed and carried out among active OH nurses from local OH
nursing groups. A mixed questionnaire containing both closed and open-ended questions was
designed in order to achieve collection of quantitative and qualitative data simultaneously and to
compensate for the potential drawback of using a survey alone.
3.2.2 Research strategy
The research strategy involved a survey of OH nurses using data collection methods including
interviews, on-site observation surveys, and questionnaires in the 15K during the period 1990-1992.
Figure 3.1 illustrates the overview and main stages of the study. Data collected during the study
is divided into the following three main categories:
Stage I - Exploratory study - workplace observation.
Stage 2 - Key persons' survey.
Stage 3- Main study - OH nurses' survey.
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Following intensive research and a literature review of the area of interest, the investigator wanted
to combine the benefits of interview, questionnaire, and observation techniques to fulfil the
objectives of this research. Therefore, the first two stages: the key persons' survey and the
workplace observation survey preceded and influenced stage 3 which constituted the main study
questionnaire.
The three stages outlined in Figure 3.1 will be discussed in more detail in the following sections
of this chapter. Data from stage 2 (key persons' survey) was used together with that obtained from
stage 1 (workplace observation survey) to inform the ultimate study and therefore to design the
questionnaire used in stage 3 (OH nurses' survey).
3.3 Exploratory study - workplace observation survey
The purpose of the workplace observation survey was to observe OH nurses' activities in order
to provide a picture of OH nursing practice in the UK.
3.3.1 Access to sam ple subjects
An appointment was made to see the Occupational Health Nursing Diploma (OHND) students of
the RCN on 17th January 1991 to introduce the research proposal and to ask for volunteer subjects
for the workplace observation survey.
3.3.2 Observation data collection
Four industrial companies working in the following fields: banking, car manufacture, electricity
generation, and food manufacture, were selected in order to observe OH nurses' activities and to
provide a picture of OH nursing practice. One day was spent in each working environment,
observing the nurse who had volunteered.
Activities were recorded sequentially and timed for each individual nurse. There was no attempt
to interfere with the normal pattern of the working day. The observation schedule can be found
in Appendix B 1. Other features observed included the presence or absence of a nursing policy and
its components, the number and status of OH personnel, and facilities and instruments. Further
information was gained about health education activities.
The main results from the observation period revealed that most time was spent on health
screening and pre-employee health examination and administration (i.e. telephone communication
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with employees, and record keeping). The least amount of time was spent on health education and
safety. This pattern appeared to be consistant across the 4 individuals studied.
3.4 Key peions' survey
This survey was undertaken in order to gain an understanding of the views and perceptions of key
persons in the OH nursing field and to identify potential influencing factors and models of good
practice.
3.4.1 Access to the sam ple subjects
An appointment was made to see the OHND's tutor of the RCN, in order to discuss the key
persons in this field in the UK and to seek permission to use the OHND student namelist. It was
decided that the members of the Society of Occupational Health Nursing Executive Committee
(SOHN-EC) were very influential in the UK, and a letter (Appendix Cl.) was therefore sent to
the members of SOHN-EC to ask whether they would agree to participate in this study. Those
who were able to take part were asked to contact the author by telephone or to complete and
return a reply slip.
An interview took place with the secretary of the Occupational Health Managers' Forum (OHMF)
of the RCN of the UK, and as a result of this meeting, the author was supplied with a membership
list of the members of this forum. A letter (Appendix Cl.) was subsequently sent to the members
of the OHMF to ask them if they would consider participating in this study.
A nurse consultant to the RCN-SOHN was asked for more information about key persons and
from this a membership list of the Nursing Committee of the International Commission on
Occupational Health (ICOH-NC) was obtained from one of the members of the ICOH-NC. A letter
(Appendix C2.) was then sent to the members of the ICOH-NC to inquire if they would agree to
participate in this study.
The executive director of the AAOHN on 2nd April 1991 was approached (Appendix C3.) to
identify the key persons in the OH nursing field in the US and to ask for details of their names,
addresses, and workplaces. Subsequently a letter (Appendix C2.) was sent to the key persons in
the US to ask them if they would consider participating in this study and a further key persons
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3.4.2 Samole
The ultimate list of key persons participating in the study included the following: the members
of the SOHN-EC, the members of the OHMF of the RCN of the UK, the members of the ICOH-
NC, and various key persons in OH nursing in other countries (Tthle 3.1).
Table 3.1 Breakdo of the key person sample by organisation and nationality.










Total number	 83	 27(12)	 56(23)
°RCN SOHN-EC: Royal College of Nursing: Society of Occupational Health Nursing Executive Committee.
b RCN OHMF: Royal College of Nursing: Occupational Health Managers' Forum.
b ICOH-NC: International Congress on Occupational Health Nursing Committee.
AAOHN: American Association of Occupational Health Nurses.
'European expansion: Indicates persons who were referred to in the questionnaires by the initial subjects.
1 Numbers in parenthesis refer to positive replies.
3.4.3 Data collection
During the period between Januaiy and March in 1991, a key persons' survey was undertaken in
the UK. This initially involved face-to-face interviews with key persons, who were then asked to
complete open-ended questionnaires, and return them by post to the researcher. These
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questionnaires were also sent to key persons in a number of other countries. The interview data
enabled the researcher to understand more fully the issues surrounding OH nurse practice and
influenced the design of the questionnaire for the main study. The open-ended questionnaire
survey was used in order to collect data on current perceptions of OH nursing and to identify
influencing factors and models of good practice.
From Tthle 3.1 it can be seen that a total of 83 postal questionnaires were sent to key persons
with 38 being returned (giving a response rate of 4 8%). 31 valid questionnaires were divided into
3 different groups according to the country in which the key person was a resident of the UK, the
US and other European countries (3 blank questionnaires and 4 questionnaires not belonging to
any of the three groups, being discarded from the 38 returned questionnaires). 13 key persons
filled in the additional questions for managers. As well as the 83 postal questionnaires, personal
interviews were also carried out with 27 of the key person subjects in the UK. The key persons'
survey questionnaire can be found in Appendix B2.
3.4.4 Data analysis
After the collection of data, qualitative data analysis was undertaken to yield information from the
questionnaires. The data from each question where subject was invited to comment (i.e. open.
ended) was freely typed first and, then, a coding process was employed following procedures
analogous to a content analysis. In the case of results that could be quantified frequency data were
employed. A summary of this latter technique is given below and details of the results are
described in Chapter 4.
Firstly, the data from the questionnaire was freely typed. Secondly, for each question, key words
were noted from the replies in all questionnaires. Thirdly, where necessary, the key words were
put into groups of similar meaning words, with each group having its own code number. Fourthly,
each question of every questionnaire was analyzed and one or more code numbers assigned to it.
Finally, the total number of references to each code number was found and as a result of this, the
qualitative data could be seen to yield quantitative results.
33 Miii study - occupioni beth ames' survey
This survey was undertaken to collect data on the current concepts, roles and functions of OH
nurses, and to identify influencing factors and models of good practice.
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3.5.1 Access to sam ple subjects
A letter was sent to the advisor to the RCN-SOHN to ask for permission to use the nanielist of
the SOHN, and as a result of this, the membership list of the SOHN and the local groups'
secretary namelist was obtained. A further letter was sent to 31 local groups of the SOHN to seek
permission to use their namelists; fifteen local groups gave permission and sent a copy of their
namelists. The OH nurses' survey included study subjects who were active OH nurses members
of the local groups of RCN-SOHN in the UK.
3.5.2 Ouestionnaire design
A structured questionnaire was designed. The questionnaire content was developed from the
literature review, workplace observation, interview, key persons survey and the experience of the
researcher (Table 3.2). The content of the questionnaire divided into four sections:
Section A: Exploring views and ideas about OH nursing.
Section B: Addressing the main factors influencing OH nursing practice.
Section C: Questions related to professional development.
Section D: Details about the practitioner and their role.
The first eight questions referred to section A, and were designed to explore the views and ideas
held by OH nurses about OH nursing. Questions 9 to 19 mclusively, examined the main factors
influencing OH nursing practice (section B), while questions 20 to 35 were concerned with
professional development issues (section C). Section D comprised the last 18 questions, from 36
to 49 and was concerned with OH nurse practitioners and their role. In total there was 49
questions, some closed and some open ended. Most questions contained sub-sections or various
forced-choice alternatives. Therefore, the total number of answers derived from this questionnaire
was greater than 49 (Table 3.2).
Two different validity checks were employed in the development of the questionnaire. Content
validity was checked by OH nursing experts working in four different areas (education,
government service, industry and hospital). They were involved in checking the content of the
questionnaire, which was designed on the basis of a literature review, workplace observation,
interview, key persons survey and the previous experience of the researcher. Face validity was also
considered. Seven OH nurses who worked in heavy industry, food manufacture, a nuclear
laboratory, a bank, a hospital, a university and a group service were asked to check the
questionnaire content
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Table 3.2 Influences on questionnaire design.
Ques	 Description	 Code	 Close Open StaSis Reference	 Refersece
___ _______ ______ ___ ___	 (Research)	 (Non-research)
Qia	 Ideal role	 lit 1_lO	 Yea	 Michaud,1984/Alston,1990	 Puetz,1982





Qib	 Otherrole	 RLII 18	 Yes	 D&
Q2a	 Ideal function	 IF I_20	 Yes	 Silvesston,I9X2ILiin,1983 	 Makathine,1983
Actual	 AF 1_20	 Balconibe,1983/Sharp,1988 	 Babbitz,1983







____ __________ _________ ____ ____	
Key persons' survey
Q2b	 Other function FN 21 40	 Yes	 Des
Q3	 Def of OH	 DEFOHN	 Yes	 Yes	 Chib
nursing
Q4	 Def of OH	 DEFOHNS	 Yes	 Yes	 Chi
nurse
Q5a	 OH nursing	 DIFFER	 Yes	 %
differs ON
Q5b	 Element	 ELEM 1_7	 Yes	 Loge Key persons' survey 	 Diane,1992
______ ______ ________________________ Radford, 1992
Q5cElement	 ELEM8_32	 Yes	 Log ____________________ _____________
Q6	 Characteristics	 CH 1 14	 Yes	 Yes	 Log	 Key persons' survey
Q7	 Relationship	 CHI5	 Yes	 Des
with diN
Q8a	 Unique	 UN 1 9	 Yes	 Log Key persons' survey 	 __________
Q8bUnique	 UN 10 37 - Yes Log ________________ __________
Q9a	 Model	 MOOEL	 Yes
Q9b	 Reasons for	 MREASON	 Yes	 Des
model
Ql0	 Model for OH MTYPE	 Yes	 Yes	 %	 Key persons' survey
_____ nursing	 _________ ____ ____ ____ __________________ ___________
QIL	 Reasons for	 TREASON	 Yes	 Des
choice model
Q12a OH nursing	 PCHANGE	 Yes
_______ change
	 _____________ ______ ______ ______ __________________________ _________________
Q12b Soeste of	 CO 1 7	 Yes	 Log	 Shsep,1988,1989
__ - ______ __ __ Key persona' avey _____
Q12c Other change	 CO $30	 Yes	 Des
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Ques	 Descnption	 Code	 Close Open Stahs Reference	 Reference
tical	 (Research)	 (Non-research)
Q13a	 Influencing	 FX 1 14	 Yes	 Log	 McEwcn,l982IKazem,1987	 Boydstzm,1985
factors	 Key persons' survey	 Miflter, 1959
ICN, 1990
_______ ______________ _____________ 	 ______ ______ _________________________ Ivey. 1993
Q13b Other	 FX 1524	 Yes	 Des
Q14	 Education and BE 1 14	 Yea	 Yes	 %	 Key pencils' survey
__ preparation ____ ____ ___________
Q15	 linpoitant of	 CEDUCIMP	 Yes
continuing
ucatioil





_____ ____ Key persons' survey	 ___________
Q17s	 Special	 ST 1_b	 Yes	 %	 McGovern,19X5
____ framing	 _________	 ____ ____ Key persons' survey 	 ___________
Q17b Other special	 ST 11 34	 Yes	 Des
____ training	 _________	 ____ ____ _________________ ___________
Q18a Main issues	 PR 18
	
Yes	 %	 Key persons' survey	 Radford,1987
andproblems ___________ 	 _____ _____ ______________________ ______________
QlSb Other issues	 PR933	 Yes	 Des
andproblems ____________	 ______ ______ ________________________ _______________
Q19a	 Future holds	 FiJI 5	 Yes	 Chi	 Key persons' survey	 Haag.1992
Q19b Other future	 FU 6 37	 Yes	 Des
holds
Q20	 Stalu*oiy	 QU 1-10	 Yes	 Chi	 Ba,nfcrd,1987
___ qualifications	 ___ ___ Dorward,1958
Q21a Professional	 PQUALI	 Yes	 %	 Bamford,1987
_______ qualifications	 _____________	 ______ ______ __________________________ ________________
Q21b	 Professional	 PQ 1 10	 Yes	 Yes	 Clii	 Key persons' survey
_______ qualifications	 _____________	 ______ ______ __________________________ ________________
Q22a Shod	 SCOiJRSE	 Yes	 %	 Dorward,1958
professional
Q22b Shod coenes SI) 1 123	 - Yes Des
Q23s Present comsaa PCO(JRSE	 Yes	 %	 Dorward,1955
Key persons' nxvey
Q23b Present comae PCNAME	 Yes	 Des	 Docward,1958
name	 Key persons' amvey
Q23c &tt,nd.n5	 PCTIME	 Yes	 Yes	 %	 Docward,1988
__ - ____ __ __ Key persons' amvey _____
Q24a Future	 FQUALI	 Yes	 %	 Du,.d,19X*
profa1	 Key parsons' survey
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=	 ___
Ques	 Description	 Code	 Close Open Statis Reference
	 Reference
ticsl	 (Reswch)	 (Non-research)
Q24b Future	 FQNAME	 Yes	 Des	 Dorwad,1988
qualification	 1_3
course name
Q25a Hospital	 HSPEXP	 Yes	 %	 Dorward,1988
_______ experience	 _____________ ______ ______	 __________________________
Q25b Department of HD 121	 Yes	 Log	 I)orwxd,1988
______ hospital	 ___________ _____ _____	 _____________________ _____________
Q25c Other	 11D22_51	 Yes	 Des
department of
hospital_____________
Q26s Community	 CHNEXP	 Yes
experience
Q26b	 Practice in the CN 1_7	 Yea	 %	 Dorward,1988
community	 Key persons' survey
Q26c Other practice CN 812	 Yes	 Des
in the
___ community ______ ___ ___ ___ _____________ ________
Q27	 OH nursing	 WORKYEA	 Yes	 %	 Bamford,1987
experience	 R
Q28a	 Type of	 IN 134	 Yes	 %	 Chrovil,1984
organistion	 Levmsohn,1984
Bamford,1987
______ _____________ ____________ ______ ______ ______ Key persona' survey
Q28b Other type of 1N35_43	 Yes	 Des
____ orgsnisation _______ ___ ___ ___ ______________
Q29	 Current post	 POSITION	 Yes	 Chi
Q30	 Years of	 P08 WEAR	 Yes	 Chi	 Levimohn,1984
current post	 ___________ _____ _____	 Cooiasy,1989
Q31	 Working hours WORKHOLJ	 Yes	 Chi
____ perweek	 R
Q32	 Duty pattern	 DUTYPTIN Yes	 Chi
Q33a	 Reasons for	 RC 1 8	 Yes	 Log	 Levnnohn,1984
choosing a job
as OH mnmg






Q34a Reasons for	 Ri 1_Il	 Yes	 Log
continuing a
job as OH
______ nursing	 ___________ _____ _____ _____ ______________________ _____________
Other reasons RI 12 19	 Yes	 Des
for continuing
a job in OH
Q34b Five yes plan FY 1 19	 Yes	 Chi
Ten Years plan TY 1_19	 Yes	 Clii
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Ques	 Description	 Cods	 Close Open	 Statis Reference	 Reference
tical	 (Research)	 (Non-research)
Q35	 Job satisfaction SAIlS 118	 Yes	 Log	 Courid,1985	 Guzik1992
McGovern, 1955
Q36	 Gender	 SEX	 Yes	 Chi
Q37	 Age up	 AGEGR	 Yes	 Clii	 Cooney,1989
Q3*	 Marital gtati	 MARITAL	 Yes	 Clii
Q39	 Salaly	 SALARY	 Yes	 Clii	 Atherton,1985
Q40	 Staff	 STAFF 1 8 - Yes	 Clii	 Bamford,1987
Full-time	 NOFT 1_S	 Yes	 %
Part-time	 NOPT I S	 Yes	 %
Totalnumber	 NOST1S	 Yes	 %
Q41	 Professional	 DPTRELA	 Yea	 Clii
relationship____ ____ ________________ __________
Q42	 Department	 DPTIMP	 Yes	 Chi
importance
in the
___ organisalion _______	 ___ ___ _____________ ________
Q43	 Male	 NOMEMP	 Yes	 %
employees_____________	 ______ ______ _________________________ _______________
Female	 NOFEMP	 Yes	 %
employees____________	 ______ ______ _________________________ _______________
Total nunmer	 TNOEMP	 Yes	 Clii
ofemployees	 _____________________ ______________
Q44a	 Problems	 BA 14	 Yes	 %	 Key persons' survey
and/or barriers
Q44b Other	 BR 536	 Yes	 Des
problems
and/ac bamcs








Q46a Policy of	 POLICY	 Yes	 Chi
Q46b Components of PCMPT 1_Il Yes 	 Yes	 Log	 AAOBN stsndd,1983
OHpolicy	 _________	 ____ ____ __________________ ___________
Q47	 Equipments	 EQUIP I_iS Yes	 Yes	 Log	 AAOHN standard,1988
and Facilities
Q48a OH nursing	 NPOLICY	 Yes	 Chi
___ policy	 ______	 ___ ___ ____________ ________
Q48b Components of NPCMPT	 Yes	 Log AAOHN atendard,1958
OHinusrng	 16
___ policy	 ______	 ___ ___ ____________ ________
Q49a Off ismg	 AC 1 19	 Yes	 Log	 Lenk,195*	 Psskea,1982
activities	 AAOHN	 ardj9*S	 Mixphy,1989
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Ques	 Descnption	 Code
Q49b Other OH	 AC 20_34
nuniog
activities
Des: Descnptive analysis inGlUdi
6 Chi: Chi-square test
Log: Logistic regression test.







The subjects used for the pilot study were all OH nurses undertaking the first year of the OHND
course of the RCN. Between July and August 1991, 28 questionnaires were sent out yielding 17
replies (giving a response rate of 6 1%).
3.5.4 Findings of the pilot study
As a result of the pilot exercise, minimal changes were made to the main study questionnaire. For
example, question Ia, lb. and 16 only asked respondents to tick the most important roles,
functions and subject of continuing education, instead of ranking these priorities.
3.5.5 Data collection
After the pilot study was completed, the main survey of OH nursing practitioners was initiated.
The data collection was started in early November 1991 and was completed early in 1992. Using
this postal questionnaire, data was collected concerning current OH nursing practice in the
workplace, factors believed to influence the nurses' practice, and their needs for future preparation
and education.
A total of 346 questionnaires were sent out by registered post with 251 replies being received
(giving a response rate of 72.5%). The OH nurses' survey questionnaire can be found in Appendix
B3.
3.5.6 Data management
After the collection of data, data management including data coding, entry, and checking was
carried out using a personal computer.
Data coding and emiy
A numerical coding scheme was implemented to transfer the information of questionnaires to the
coding sheet. Closed-ended questions that provide for response alternatives were coded according
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to preassigned numerical codes. But qualitative data from open-ended questions such as "other
alternatives" or "comment" in the questionnaire was freely typed first and then categorised into
a numerical code, if necessaiy, following procedures analogous to a content analysis. The coded
data was then entered into a computer data file using a database management package.
Dcta checking
Range and consistency checks were performed to find erroneous or inconsistent values which were
then corrected according to the original questionnaire. The first step was to examine the
distribution of each of the variables to check for possible errors. The next step was to conduct
consistency checks, to search for cases where two or more variables were inconsistent. Possible
errors were checked against the original questionnaire. In some cases it was possible to correct
the data. In other cases, it was necessary to insert a "missing value" code if it was clear that the
data were in error.
3.5.7 Data analysis
After data management, data analysis was performed using SPSS for Windows statistical packages,
Version 6.0 (Noruis/SPSS Inc., 1993a,b).
lnd&sions and exclusions
In order to elucidate the relationship between potential influencing factors and actual roles and
functions, the following subjects were excluded: retired nurses, part-time nurses working less than
24 hours per week. However, part-time nurses working over 24 hours per week were included in
the analysis of the study subject.
Depende variables of i*erest
In this research OH nursing practice is indicated by OH nurses actual roles and functions, these
roles and functions were defined as dependent variables. Actual roles included: therapeutic,
emergency responsibility, health surveillance, health screening, environmental surveillance,
consultant, education, training, management, and research roles. And actual functions included:
provision of a routine treatment service, rehabilitation and resettlement, emergency treatment for
injuries and illness, health supervision of the worker, assessment of the nature and degree of
exposure, undertaking general health surveillance, specific health surveillance, record keeping,
health screening for specific disease and disorders, familiarisation with the work environment,
informing workers of health hazards, occupational safety, immunisation, individual counselling,
MATERIALS AND METHODS 80
assisting workers with psycho-social problems, health education and promotion, first-aid training
for workers, development and maintenance of records, meetings and communication, and co-
operation with outside agencies.
Independent variables of interest
The potential influencing factors are divided into two groups: internal and external factors. The
internal factors influencing OH nursing practice within the organisation are defined as OH nurses'
professional background, OH nurses' perceptions and beliefs, the working environment and the OH
and safety team. Regarding OH nurses' professional background the measurement indicators
defined were: statutory qualifications, other professional qualification, short professional courses,
clinical experience, community experience, and OH nursing experience. Regarding OH nurses'
perceptions and beliefs the measurement indicators were defined as: the ideal roles and ideal
functions, the defmition of OH nursing, the definition of the OH nurse, characteristics of OH
nurses, the speciality of OH nursing, and the uniqueness of OH nursing. Measurement indicators
concerned with the working environment are defined as the type of organisation, the number of
employees, the importance of the OH department, the OH policy, the OH nursing policy, and the
equipment and facilities used in the workplace. The OH and safety team included an occupational
physician, OH nurse, occupational hygienist, safety officer, first-aider, medical centre attendant,
manager and secretary. The related measurement indicators were defined as the number of staff
in the OH department, professional relationships, and relationships with team members.
In this study the external factors influencing OH nursing practice outside the organisation were
defined as: the economic and financial situation, EEC and UK legislation, working processes and
technology changes, politics and social policy, better awareness of health and the environment,
OH nursing education and certification, computerization, ecological change, developments in
industry, cost effectiveness of disease prevention and early detection, cost-benefit analyses,
interdisciplinaiy competition, developing roles of other nursing practitioners, and the health care
delivery system.
Confounding variables
Personal factors may also affect the OH nursing practice. These variable must be controlled in
order to obtain an undistorted estimate of the effect of the study factor. In the study the
measurement indicators defined as sex, age, marital status, level of current post, working hours,
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duty pattern, income, reasons for choosing an OH nursing job, reasons for continuing a OH
nursing job, and job satisfaction were the confounding variables.
Analysis st1egy
The kappa, the chi-square, and logistic regression statistical tests were chosen because the
dependent variables were categorical in nature (i.e. nominal data). The kappa test was used for
paired data to analyze the extent of agreement between variables, and the chi-square test was used
for univariate analysis of independent variables. The logistic regression tests were used for
multivariate analysis of independent variables. The analytical model of the factors influencing OH
nursing practice is shown in Figure 3.2 and Figure 3.3.
1) Descriptive analysis
After the data management, the distributions of each of the variables was re-examined, firstly to
check that everything appeared to be in order, but secondly to get a feel for the data, that is, to
get a good understanding of the characteristics of the study population with respect to the
dependent variables (i.e. actual roles and functions) and independent variables of interest.
2) Data reduction
Before commencing the formal analysis, it was necessary to regroup the values of some of the
variables. For example, working hours and the number of employees were grouped as categorical
variables in the classical method based on stratification. But further grouping was required for
categorical variables with a large number of categories. For example, the current post category
was regrouped from a scale of 7 to 3, to reduce the number of categories and to increase the
accessibility of the effect on actual roles and functions.
3) Agreement analysis
For discovering the agreement between actual roles/functions and ideal roles/functions of OH
nurses, Kappa test was used for the analyses This test gives a measure of agreement and has a
maximum value of 1.00 when agreement is perfect, and a value of zero when the agreement is
no bctter than by chance. The meaning of Kappa value is shown in Tthle 3.3. (Landis and Koch,
1977)
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Table 3.3 The meaning of Kappa values
Value of Kappa	 Strength of agreement
<0.20	 Poor
0.21 - 0.40	 Fair
0.41 - 0.60	 Moderate
0 61 - 0.80	 Good
0*1-1.00	 Vesygood
4) Univariate analysis
For independent variables measured or categorised by groups such as the type of organisation and
the number of employees, Chi-square test was utilised to examine the differences of OH nursing
practice among different groups with the Chi-square value (X2), degree of freedom (DF),
probability (P), percentage and frequency values being quoted. This helped to give an initial idea
of those variables that were strongly related to the actual role and function and to show the extent
to which the crude estimate of effect is altered when other variables are taken into account.
5) Multivariate analysis
For independent variables measured by multiple dichotomous items such as the characteristics of
OH nurses and the policy for OH, logistic regression was used for the analyses with the regression
coefficient (B), explanation regression coefficient (Exp B), and probability (P) being quoted. This
helped to give an initial idea of those variables that were strongly related to the actual role and
function and to show the extent and direction to which the crude effect is altered when other
variables are taken into account.
Finally, logistic regression analysis was andertaken to adjust the effects of independent variables
(i.e. internal influencing factors) each other and to control the effects of potential confounding
variables (i.e. personal factors) considered. Different models were constructed to estimate the
effect of dependent variables according to different independent variables. The logistic regression
test was utilised to get the net effects of OH nurses' perceptions and beliefs, OH nurses'
professional background, working environment, and OH and safety team on the OH nursing
practice (i.e. actual roles and functions of the nurscs) with the regression coefficient (B),
exponential regression coefficient (Exp B), and probability (P) also being quoted.
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3.5.8 Validating
 the sample
In an attempt to compare the difference between response and non-response groups, a short
questionnaire was sent to the non-response group of OH nurses' in order to collect general
information. A total of 79 questionnaire were sent out and 50 replies were received (giving a
response rate of 63.3%). The short questionnaire for non-respondents can be found in Appendix
B4.
Comp.aison of chartxtezzstics of respondents wid non-respondents
Comparison of the general characteristics of OH nurses between response and non-response groups
is given in Td,le 3.4.
As can be seen from Tthle 3.4; the majority of respondents and non-respondents were females
(93.4%, 98.0% respectively). Four age levels were identified among the respondents and non-
respondents group, with a concentration in the middle two age groups (in the range of 3 5-54
years) and over half (68%) of both the respondent and non-respondent samples were marned. The
majority (92%) of the statutoly qualifications held by respondent and non-respondent groups were
that of Registered General Nurse, and over 70% of the two groups held an OHNC or OHND in
addition. Almost all of the sample in the respondent and non-respondent groups had hospital
nursing experience (97.1%, 95.9%), and 36.5% and 24.4% of the sample in the respondent and
non-respondent groups respectively had some previous experience in community nursing. There
was little difference between the values of the four time levels spent in the OH nursing field in
the respondent and non-respondent groups. The Chi-square test was utilised to compare the general
characteristics (e.g. gender, age, marital status, statutoiy qualification, OH nursing certificate or
diploma, hospital nursing experience, community nursing experience, and time spent in the OH
nursing field) of OH nurses between response and non-response groups, and there was found to
be no significant statistical difference.
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Table 3.4 Companson of the general charactenstics of OH nurses between response and non-response
groups.
Response	 Non-response
General characteristics	 group	 group	 X2 (df) P-value
	
No.	 %	 No.	 %
Sex
Female	 228	 93.4	 48	 98 0	 0 81(1)	 0 368
Male	 16	 6.6	 1	 20
Age (years)
25 - 34	 45	 18.5	 13	 27.7	 3.97 (3)
	 0.265
35-44	 71	 29.2	 10	 213
45-54	 85	 350	 19	 404
55-65	 42	 17.3	 5	 106
Marital status
Married	 166	 68.6	 32	 68.1	 2.68 (4)	 0.613
Stable partnership	 19	 7.9	 5	 106
Single	 20	 8.3	 6	 12.8
Widowed/Divorced	 30	 12.4	 3	 6 4
Separated	 7	 2.9	 1	 2.1
Statutory qualifications
Registered general nurse 	 225	 92.2	 45	 91 8 <0.01 (1)
	
1 000
Enrolled nurse	 22	 9.0	 5	 10.2 <0.01 (1)	 1 000
Registered midwife	 55	 22.5	 7	 14.3	 1.21 (1)
	
0.272
Others	 14	 5.7	 1	 2.0	 0.51 (1)	 0473
OHNC or OHND
Yes	 184	 76.0	 35	 72.9	 0.08 (1)
	 0.783
No	 58	 24.0	 13	 27 1
Hospital nursing experience
Yes	 237	 97.1	 47	 95 9 <0.01 (1)
	 1.000
No	 7	 2.9	 2	 41
Community nursing experience
Yes	 86	 35.5	 11	 23.4	 2.08 (1)	 0.149
No	 156	 64.5	 36	 766
Time spent in OH nursing (years)
<5	 61	 25.6	 9	 20.0	 2.51 (3)	 0474
5 - 9	 63	 26.5	 10	 22.2
10-14	 49	 206	 14	 31.1
^15	 65	 27.3	 12	 267
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The cwTe?W posts of the occiqxtional health nws
Comparison of the current posts of OH nurses between response and non-response groups is given
in Tthle 3.5.
Table 3.5 Comparison of the current posts of OH nurses between response and non-response groups.
Response	 Non-response














































































































As can be seen from Tàle 3.5; 49.2% and 41.7°!. of the sample in the respondent and non-
respondent groups respectively held the current post of senior nurse, the rest being in the role of
advisor, chief nurse or manager, or staff nurse. The most commonly found duty pattern in the
respondent (84.4%) and non-respondent (8 1.6%) groups were days only. The most commonly
found workmg hours in the respondent (62.5%) and non-respondent (56.3%) groups were 35-39
hours per week, and over half the sample in the respondent (55.8%) and non-respondent (56.5%)
groups were paid in the range £13,000 - 19,999 per annum. The most commonly found time spent
in the current post was ^ 8 yeas (28.7%), and over half the sample in the respondents (55.3%)
and non-respondents (57.1%) groups had worked in the current post for ^ 4 years. The Chi-square
tcst was used to compare the utreut post (e.g. level of post, duty pattern, working hours per
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week, income per year, and time spent in cunent post) of OH nurses between response and non-
response groups, and there was found to be no significant statistical difference.
Actual mies of the ocaq,rsiond health nurses
Comparison of the actual roles of OH nurses between response and non-response groups is given
in Tthle 3.6.
Table 3.6 Comparison of the actual roles of OH nurses between response and non-response groups.
Response	 Non-response
Actual roles	 group	 group	 12 (dl) P-value
	
No.	 No.	 %
Therapeutic role 	 109	 45.2	 22	 45.8 <0.01 (1)	 1.000
Emergency responsibility roLe 	 171	 71.0	 39	 81.3	 1.65 (1)	 0.199
Health surveillance role	 188	 78.0	 39	 81.3	 0.94 (1)	 0.759
Health screening role	 211	 87.6	 42	 87.5 <0.01 (1)
	
1.000
Environmental surveillance role	 96	 39.8	 15	 31.3	 0.91 (1)	 0.340
Consultant role	 76	 31.5	 6	 12.5	 6.23 (1)	 0013
Education role	 159	 66.0	 33	 68.8	 0.04 (1)	 0.838
Trainingrole	 98	 40.7	 21	 43.8	 0.06(1)	 0813
Management role 	 51	 21.2	 11	 22.9	 0.01 (1)	 0.938
Research role
	
10	 4.1	 1	 2.1	 0.07 (1)	 0.787
* P<0.05
As can be seen from Td'le 3.6; the Chi-square test was used to compare the actual roles of OH
nurses between response and non-response groups, and there was found to be no significant
statistical associations except for the consultative role, where the actual consultant roles were
significantly greater for the response group than for the non-response group (P=O.013).
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A dual functions of the occupational health nurses
Comparison of the actual functions of OH nurses between response and non-response groups is
given in Tthle 3.7.
Table 3.7 Companson of the actual functions of OH nurses between response and non-response groups.
Response	 Non-response
Actual functions	 group	 group	 X2 (df) P-alue
	
No.	 %	 No.	 %
Health supervision of workers 	 148	 60 9	 27	 57 4	 0.08 (1)
	
0.779
Assessment of the nature & degree of 	 30	 12.3	 5	 10.6	 0.01 (1)
	 0 933
exposure
Undertaking general health surveillance 	 113	 465	 25	 53.2	 0.46 (1)
	
0.496
Specific health surveillance	 121	 49.8	 21	 44.7	 0.23 (1)
	 0.629
Record keeping	 173	 71.2	 23	 48.9	 7.91 (1)
	
0.005s
Health screening	 174	 71.6	 35	 74.5	 0.05 (1)	 0 824
Health education & promotion 	 171	 70 4	 38	 80.9	 1 66 (1)	 0 198
Rehabilitation & resettlement	 101	 41.6	 15	 31.9	 1.15 (1)
	 0283
Immunisation	 86	 35 4	 13	 27.7	 0.73 (1)
	 0 392
Emergency treatment for accident & 	 181	 745	 33	 70.2	 0.18 (1)	 0668
illness
Provision of a routine treatment service 	 142	 58 4	 31	 66.0	 0.64 (1)
	 0.424
Familiarisation with work environment 	 130	 53.5	 24	 51.1	 0.02 (1)
	 0 884




46	 18.9	 4	 8.5	 2 31(1)	 0 128
Individual counselling 	 177	 72.8	 35	 74.5 <0.01 (1)
	 0 959
Assisting workers ith psycho-social 	 40	 165	 8	 17.0 <0.01 (1)	 1 000
problems
First-aid training for workers 	 121	 49.8	 27	 57.4	 0.64 (1)
	 0.423
Development & maintenance of records 	 146	 60.1	 26	 55.3	 0.20 (1)
	 0.655
Meetings & communication	 126	 51.9	 26	 55.3	 0.07 (1)
	 0.782
Co-operation with outside agencies	 68	 280	 13	 27.7 <0.01 (1)
	 1.000
* P<005
As can be seen from Tthle 3.7; the Chi-square test was used to compare the actual functions of
OH nurses between response and non-response groups, and almost of the actual function was
found to be no significant statistical difference. Only one actual function the "record keeping" had
statistical significant between response and non-response groups (P=0.005).
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A divities of the occupatioiwi health muses
Comparison of the activities of OH nurses between response and non-response groups is given in
Table 3.8.
Table 3.8 Comparison of the activities of OH nurses between response and non-response groups.
*	 Response	 Non-response
Activities	 group	 group	 X2 (dl) P-value
	
No.	 No.	 %
Health screening	 190	 77.9	 40	 81.6	 0.16 (1)
	 0693




Counselling	 185	 75 8	 35	 71.4	 0.22 (1)
	
0640
Health education	 220	 90.2	 47	 95.9	 1.04 (1)
	 0.309
Rehabilitation	 119	 488	 21	 42.9	 0.36 (1)	 0.549
Treatment	 93	 38.1	 18	 36.7	 <001 (1)
	 0.984




Nursing problems	 17	 7.0	 2	 4.1	 0.19 (1)
	
0 667
Nursing diagnoses	 42	 17.2	 7	 14 3	 0.08 (1)
	
0 771
Nursing activities for problem solving	 68	 27.9	 13	 26.5	 <0.01 (1)
	
0.987
Method of evaluation	 45	 18 4	 10	 20.4	 0.01 (1)
	
0.904
Physical examinations 	 196	 80.3	 33	 67.3	 3.30 (1)
	
0.069
Health surveillance	 206	 844	 42	 85 7	 <0.01 (1)
	
0.991
Epidemiology studies	 69	 28.3	 11	 22.4	 0.44 (1)	 0 509




Physical assessment	 74	 30.3	 14	 28.6	 0.01 (1)	 0.941
Screening & baseline laboratory tests 	 78	 32.0	 15	 30.6	 <0.01 (1)
	 0.986
Identification of high risk employees	 192	 78.7	 41	 83.7	 0.35 (1)	 0 552
Identification of environmental high risk
	
181	 74.2	 41	 83.7	 1.52 (1)	 0.218
areas
* P<0.05
As can be seen from Table 3.8; the Chi-square test was used to compare the activities of OH
nurses between response and non-response groups, and there was found to be no significant
statistical difference except in regard to written nursing procedures and protocols for practice,
where the response group scored more highly (P=O.049).
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Ideal roles of the occupational health nurses
Comparison of the ideal roles of OH nurses between response and non-response groups is given
in Talile 3.9.









46	 19.1	 10	 204 <0.01 (1)	 0.988
Emergency responsibility role	 80	 33 2	 16	 32.7 <0.01 (1)	 1.000
Health surveillance role 	 212	 88.0	 44	 89.8	 0.01 (1)	 0.905
Health screening role	 170	 70.5	 35	 71.4 <0.01 (1)	 1.000
Enviromnental surveillance role	 164	 680	 31	 63.3	 0.23 (1)	 0.629
Consultant role	 96	 39.8	 17	 34.7	 0.26 (1)	 0.609
Education role	 200	 83.0	 40	 81.6 <0.01 (1)	 0.983
Training role	 82	 34.0	 21	 42.9	 1.03 (1)	 0.3 11
Management role	 67	 27.8	 14	 28.6 <0.01 (1)	 1 000
Research role	 68	 28.2	 11	 22.4	 0.42 (1)	 0515
As can be seen from Table 3.9; the Chi-square test was used to compare the activities of OH
nurses between response and non-response groups, and there was found to be no significant
statistical difference.
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Ideal functions of the occupm'iosd health nw
Comparison of the ideal functions of OH nurses between response and non-response groups is
given in Tthle 3.10.
Table 3.10 Compaiison of the ideal functions of OH nurses between response and non-response groups.
Response	 Non-response
Actual functions 	 group	 group	 12 (df) P-value
	
No.	 %	 No.	 %
Health supervision of workers 	 158	 65.3	 31	 646 <001(1)	 1 000
Assessment of the exposure 	 94	 38.8	 18	 37.5 <0 01 (1)	 0 990
Undertakmg general health surveillance 	 105	 43.4	 25	 52.1	 0.90 (1)	 0.343
Specific health surveillance	 129	 53.3	 24	 50.0	 0.07 (1)	 0.794
Record keeping	 131	 54.1	 20	 41.7	 2.02 (1)	 0.155
Health screening	 113	 46.7	 24	 50.0	 0.07 (1)	 0.794
Health education & promotion	 213	 88.0	 41	 85.4	 0.07 (1)	 0.795
Rehabilitation & resettlement 	 155	 64.0	 31	 646 <0.01 (1)	 1.000
Immunisation	 34	 14.0	 5	 10.4	 0.20 (1)	 0.658
Emergency treatment	 128	 52.9	 25	 52 1 <0.01 (1)	 1.000
Provision of a routine treatment service	 35	 14.5	 6	 12.5	 0.02 (1)	 0.897
Fanuliarisation with work environment	 169	 69.8	 34	 708 <0.01 (1)	 1.000
Informing workers of health hazards	 138	 57.0	 27	 56.3 <0.01 (1)	 1.000
Occupational safety	 68	 28.1	 14	 292 <0.01 (1)	 1.000
Individual counselling	 166	 68.6	 35	 72.9	 0.18 (1)	 0673
Assisting with psycho-social problems 	 43	 17.8	 9	 18 8 <0.01 (1)	 1.000
First-aid training for workers 	 119	 49.2	 22	 45.8	 0 07 (1)	 0.791
Development & maintenance of records 	 135	 55.8	 28	 58.3	 0.03 (1)	 0.868
Meetings & communication	 142	 58.7	 28	 58 3 <0.01 (1)	 1.000
Co-operation with outside agencies	 108	 44.6	 20	 41.7	 0.05 (1)	 0.827
As can be seen from Tthle 3.10; the Chi-square test was used to compare the ideal functions of
OH nurses between response and non-response groups, and there was found to be no significant
statistical difference.
Swnnswy
In summaiy, there arc no significant differences in general characteristics (e.g. demographic
details, statutory qualifications, OH nursing certificate or diploma, hospital nursing experience,
community nursing experience, and time spent in OH nursing), current job (e.g. level of post, duty
pattern, working hours per week, mconie per year, and time spent in current post), and OH nurses'
perceptions (ideal roles and ideal functions) between the response and non-response groups. It may
be inferred that respondents are a representative sample of the study population.
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3.6 Integration of the ieaults frum qualitative aid quaiiitative data
This procedure is to merge qualitative and quantitative data to complement each other by means
of comparing the qualitative data from the key persons' survey to the quantitative data from the
OH nurses' survey. In addition, the data from the open ended questions and free format comment
of OH nurses' survey questionnaires was used to enhance the validity.
In order to examine similarities and differences between key persons' and OH nurses' perptions
about OH nursing practice, relative rank order was utilised instead of original numerical or
frequency data. This helps comparing the priority of importance considered by key persons and
OH nurses. For example, actual roles and functions of OH nurses were ranked according to
frequencies of those chosen by themselves.
3.7 Operational definitions
The following operational defmitions were used in this study.
Occupational health: The health of individuals or groups as related to their occupation(s). It is
concerned with the two-way relationship between work and health.
Occupational health nume: A full or part-time Registered/Enrolled nurse who is employed in
providing an occupational service. He/she applies specialised nursing knowledge and skills to the
conservation, promotion and restoration of the health of people at their place of work, and in this
context is a member of an RCN-SOHN local group.
Occupational health nursing pratice: The adoption of specific roles and execution of specific
functions by an OH nurse involving perfonnance in accordance with the OH nurses' own
perceptions and beliefs including learned theories. In this research OH nursing practice is
examined using OH nurses actual roles and functions.
Actual mica: The roles which OH nurses actually adopt in a work situation and which have
particular functions aid behaviow associated with them. In this study thcsc roles uscludc:
environmental surveillance, consultant, education, training, health surveillance, health screening,
therapeutic, emergency responsibility, management, and research roles.
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Actual functions: The functions carried out by OH nurse in relation to a particular responsibility,
in that they fulfil the purpose or perform a specific role related to that responsibility. In this study
these functions are: familiarisation with the work environnien informing workers about health
hazards, occupational safety, immunisation, individual counselling, assisting workers with psycho-
social problems, health education and promotion, first-aid training for workers, health supervision
of the worker, assessment of the nature and degree of exposure, undertaking general health
surveillance, specific health suiveillance, record keeping, health screening for specific disease and
disorders, provision of a routine treatment service, rehabilitation and resettlement, emergency
treatment for injuries and illness, development and maintenance of records, meetings and
communication, and co-operation with outside agencies.
Ideal roles: The role which is perceived by the OH nurse as ideal in his/her current work situation
and which has particular functions and behcwiour associated with it.
Ideal functions: The function which the OH nurse perceives as ideal in his/her current work
situation with regard to a particular responsibility, in that they fulfil the purpose or perform a
specific role related to that responsibility.
Internal factors: Internal factors are of two types. Those which related to the OH nurse (OH
nurses' perceptions and beliefs and OH nurses' professional background) and those which related
to the organisation (the working environment and the OH and safety team).
OH nurses' professional backgmund The specialised professional qualifications, training and
experience that OH nurses possess. The indicators used were: statutory qualifications, other
professional qualification, short professional courses, clinical experience, community experience,
and OH nursing experience.
OH nurses' pereeplions aid beliefs: The perceptions and beliefs held by OH nurses, including the
awareness, attitudes, values and opinions OH nurses have acquired as a result of their specific
life's experiences. In this study the indicators used were: the OH nurse's ideal roles; the OH nurse's
ideal functions, OH nurses preferred the definition of OH nursing, OH nurses preferred the
definition of the OH nurse, characteristics of OH nurses, elements forming the speciality of OH
nursing, and the unique qualities of OH nursing.
Working eavimnment The physical and psychosocial environment in which a person works. This
includes any premises or places in which people are employed or engaged in industrial or other
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activities. In this study the indicators related to the working environment were: the type of
organisation, the number of employees, the tmportancc of the OH department, the component of
the OH policy, the component of the OH nursing policy, and the equipment and facilities used in
the workplace.
Occupational health sd safety Wan: The team formed in a specific enterprise in order to
implement OH and safety policies. Depending on the size of the organisation, an OH and safety
team may be headed by an occupational physician. Generally it will include an OH nurse, who
may be complemented by other OH and safety professionals as part of an interdisciplinary team.
The staff may be employed on a full-time or part-time basis. In this study it was assumed that the
OHS team might include an occupational physician, OH nurse, occupational hygienist, safety
officer, first-aider, medical centre attendant, manager and secretary. The measurement indicators
were defined as the number of staff in the OH department, the nature of professional relationships,
and the nature of relationships with specific team members.
External factors: The factors influencing OH nursing practice outside or external to the
organisation. In this study these were categorised: the economic and financial situation, EC and
UK legislation, working processes and technology changes, politics and social policy, better
awareness of health and the environment, OH nursing education and certification, computerization,
ecological change, developments in industry, cost effectiveness of disease prevention and early
detection, cost-benefit analyses, interdisciplinary competition, developing roles of other nursing
practitioners, and the health care delivery system.
Dependent vanable: A variable the value of which is dependent on the effect of other variable(s)
[independent variable(s)] in the relationship under study. A manifestation or outcome whose
variation we seek to explain or account for by the influence of independent variables. In statistics,
the dependent variable is the one predicted by a regression equation. (Last, 1988) In this study the
dependent variables were defined as actual roles and functions.
Independent variable: The characteristic being observed or measured that is hypothesized to
influence an event or manifestation (the dependent variable) within the defined area of the
relationship under study; that is, the independent variable is not influenced by the event or
manifestation but may cause it or contribute to its variation. In statistics, an independent viable
is one of (perhaps) several variables that appear as arguments in a regression equation. (Last,
1988) In this study independent variables were defined as internal and external influencing factors.
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Confounding vanthie: A variable that can cause or prevent the outcome of interest, and is not an
mterinediate variable, or associated with the factor(s) under investigation. Such a variable must
be controlled in order to obtain an undistorted estimate of the effect of the study factor(s) on risk.
(Last, 19*8) In this study the confounding variables used were: sex, age, marital status, level of
current post, working hours, duty pattern, income, reasons for choosing an OH nursing job,
reasons for continuing a OH nursing job, and job satisfaction were confounding variables.
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Chapter 4. Findings from the Key Persons' Survey
4.1 Introduction
This part of the survey was undertaken in order to collect data about the perceptions and roles of
OH nurses in key positions, and to identify influencing factors which influence OH nursing
practice. The method of selecting "key persons" has been described in Chapter 3, Section 3.4.2.
Data were collected using a postal open-ended questionnaire. (Appendix B2.)
Responses were collected from 31 key persons comprising the following: the members of the
SOHN-EC, the members of the OHMF of the RCN of the UK, the members of the ICOH-NC, and
various other key persons involved in OH nursing in other European countries and America
Six general responsibilities of OH nurses were defined as: promotion, protection, prevention, care,
management and research. These concepts are defined as follows:
1) Promotion: promotion of health, involving strategies and actions that seek to expand the
positive potential for health.
2) Protection: protection of health, involving strategies and actions that seek to protect the
individual and thereby to minimize the impact of exposure to an external agent and the
consequences of poor health and disease or injury.
3) Prevention: prevention of ill health, injury and disability; involving strategies and actions that
seek to reduce the probability of occurrence of disease and poor health to zero.
4) Care: the recognition and diagnosis of occupational or general health problems the provision
of nursing care to the individuals and groups involving to determine the nature of care required.
in addition, the management and continuing care of individuals which includes curative care,
emergency service and rehabilitation.
5) Management: management of human, material and financial resource requiring rational
assessment of situations and systematic selection of goals and policies.
6) Research: detailed study of a subject or an aspect of a subject. The knowledge and skills
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4.2 Current posts of key peions
The distribution by gender, work place and current post of key persons is given in Table 4.1.
Table 4.1 Gender, workplace and current post of key persons.
Current position	 Number	 Percent
Sex
As can be seen from Table 4.1; the majority of respondents were females (90.3%). 48% of the key
persons worked in industry, the rest in education institutes (25.7%), government services (19.4%),
and hospitals (6.5%). 42% of the respondents had a current post of chief or manager, the rest
being in the role of educator (25.7%), adviser (16.2%), senior nursing officer (9.7%), and senior
OH nurse (6.5%).
43 Occupational health nurses' perteptions and beliefs
4.3.1 Key roles and functions of occuj,ational health nurses
Respondents were asked: "What do you see as being the key roles and functions of the
occupational health nurse?". The key persons' perceptions of key roles and functions of OH nurses
were divided into seven different conceptual categories. Responses &e shown in Table 4.2.
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Table 4.2 Distribution in areas of the key roles and functions of OH nurses according to key persons from
different countries.
Key roles and functions (areas) 	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
Pmmotlon	 14/16	 8/10	 5/5	 27/31
Education	 14/16	 7/10	 5/5	 26/3 1
Training	 2/16	 0/10	 1/5	 3/31
Counselling	 5/16	 3/10	 1/5	 9/31
Consulting/Advising	 5/16	 3/10	 1/5	 9/31
Pievention	 13/16	 6/10	 1/5	 20/31
Health surveillance	 3/16	 1/10	 1/5	 5/31
Health screening	 2/16	 1/10	 0/5	 3/31
General prevention	 10/16	 5/10	 0/5	 15/31
Management	 5/16	 8/10	 1/5	 14/31
Management	 3/16	 8/10	 1/5	 12/3 1
Communication/Liaison 	 3/16	 2/10	 0/5	 5/31
Administration	 1/16	 3/10	 0/5	 4/31
Case	 4/16	 4/10	 3/5	 11/31
Therapeutic	 4/16	 4/10	 3/5	 11/31
Emergency responsibility 	 0/16	 0/10	 1/5	 1/31
Pmtection	 3/16	 3/10	 2/5	 8/31
Environmental surveillance 	 2/16	 1/10	 2/5	 5/31
Health and safety	 1/16	 3/10	 1/5	 5/31
Reseasvh	 2/16	 2/10	 0/5	 4/31
Number of key persons	 16	 10	 5	 31
As can be seen from Td,le 4.2; the three main groups of main responsibilities were found to be
in the areas of promotion (26131), prevention (20/31), and management (14/31). The three main
individual key roles and functions were concerned with education (26/31), general prevention
(15/31) and management (12131).
Analysis of responses to this question demonstrates that when the three national groups we
compared, the most important key role and function that is common to each group is promotion,
especially the functions of health education, health promotion, promotion of good health/well-
being, maintain good health and safety, and counselling.
10 of the 16 UK key persons tended to focus on general prevention which included prevention
of ill healthlinjuiy, and prevention of occupationally related disease; 8 of the 10 US key persons
focused on key roles and functions in management which included financial management, policy
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making, programme and policy development; 3 of the 5 European key persons focused on the
therapeutic role.
4.3.2 Definition of occunational health nursin g and the OcCuDatlonal health nurse
Respondents were asked: "What is your definition of occupational health nursing?" Responses are
shown in Td'le 4.3.
Table 4.3 Distribution of the definition of OH nursing according to key persons in different countries.
Purpose and practice	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
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Caz	 2/16	 1/10	 1/5	 4/31
Management of illness/injury	 2/16	 1/10	 1/5	 4/31
Other	 5/16	 3/10	 115	 9/31
Number of key persons 	 16	 10	 5	 31
As can be seen from Tthle 4.3; the most important main groups of purpose and practice
mentioned in the definition of OH nursing were promotion (18/31), prevention (11/31) and
protection (7/31). The most important individual purposes and practices were education (17131)
and general prevention (11/31) and environment monitoring or assessment (7/31). Comparing the
three national groups, the common most important practice was promotion, especially concerning
promotion of good health/well-being, and the maintenance of good health. Both 5 of the 16 UK
and 5 of the 10 US key persons tended to focus on general prevention, while 3 of the 5 European
key persons focused on environmental monitoring and assessment.
FINDINGS FROM THE KEY PERSONS' SURVEY 101
Analysis of responses to this question show that most of the definitions of OH nursing included:
mention the application of nursing skills to the worker, the application of nursing practice and
public health procedures, a professional system of care, and the speciality of professional nursing.
The most common subjects mentioned in the definition of OH nursing were workers, and
employees or people at work, in the workplace or in a working environment. The key persons
stated that OH nursing practice should focus on the promotion of physical, mental and social well
being.
A subquestion was "How would you define the term occupational health nurse?". The following
main points emerged:
The key persons stated that the person who carries out OH nursing should be a nurse (registered
nurse, trained registered general nurse, or qualified nurse), or a specially qualified nurse (OH
nurse, a nurse with OH nursing certificate/diploma, a nurse specialising in OH, or a specialist
nurse). The qualification required to become an OH nurse was felt to be post registration training
and qualifications of an advanced nature in OH nursing, specialised training in principles of OH,
and experience in the field of OH.
Respondents believed that the knowledge required in the nursing field included nursing skills and
principles in the community and occupational setting, direct care, health education, counselling,
legislation,legal,ethical and health issues. The necessazy knowledge required in the health field
included principles of OH, relationships to business and the work environment, toxicology,
industiy hygiene, safety and epidemiology.
4.3.3 Characteristics of occu pational health nurses
Respondents were asked: "What characteristics do you believe the effective occupational health
nurse possesses?". Responses are shown in Td1e 4.4.
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Table 4.4 Characteristics of the effective OH nurse according to key persons in different countnes.
Characteristics	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
Management	 8/16	 8/10	 2/5	 18/31
Communication	 9/16	 4/10	 2/5	 15/31
Independent	 5/16	 3/10	 3/5	 11/31
Knowledgable	 4/16	 3/10	 1/5	 8131
Questioning	 3/16	 1/10	 1/5	 5/31
Assertive	 4/16	 0/10	 1/5	 5/31
Intelligent	 3/16	 0/10	 2/5	 5/31
Creative	 3/16	 0/10	 1/5	 4/31
Flexible	 1/16	 0/10	 3/5	 4/31
Empathy	 3/16	 0/10	 1/5	 4/31
Confidence	 1/16	 2/10	 0/5	 3/31
Maturity	 3/16	 0/10	 0/5	 3/31
Integrity	 1/16	 1/10	 1/5	 3/31
Courageous	 1/16	 2/10	 0/5	 3/31
Other	 8/16	 2/10	 2/5	 12/31
Number of key persons 	 16	 10	 5	 31
As can be seen from Tthle 4.4; the main points emerging include the fact that the three main
characteristics that the respondents believed that the effective OH nurse possesses were
management (18/31), communication (15/31), and independence (11/31). Comparing the three
national groups, 9 of the 16 UK key persons tended to focus on communication; S of the 10 US
key persons focused on management; and 3 of the 5 European key persons tended to focus on
independence. The important specific skills were communication, management and inter-personal
skills, while important specific characteristics were being independent, intelligent, inquisitive, and
flexible.
4.3.4 Differences between occupational health nursing and generic nursing
Respondents were asked: "Do you think that occupational health nursing is a specialty which
differs from generic nursing?", and "If yes, what elements contribute to this difference?".
Responses are shown in Tdile 4.5.
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Table 4.5 The differences between OH nursing and generic nursing according to key persons in different
countries
Practice	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
Pievendon	 12/16	 2/10	 4/5	 18/31
Preventative more than treatment	 6/16	 2/10	 4/5	 12/31
Focus on health rather than ilhess 	 10/16	 0/10	 0/5	 10/31
Protection	 3/16	 4/10	 2/5	 9/31
Risk of injuzy and exposure to hazards 	 0/16	 4/10	 1/5	 5/31
Focus on the effects of work on health 	 3/16	 0/10	 1/5	 4/31
Management	 3/16	 1/11)	 0/5	 4/31
High level of decision making	 2/16	 0/10	 0/5	 2/31
Management skills 	 1/16	 0/10	 0/5	 1/31
Liaison with trade union	 0/16	 1/10	 0/5	 1/31
Caie	 0/16	 1/10	 2/5	 3/31
Resettlement or replacement	 0/16	 1/10	 1/5	 2/31
No treating of illness	 0/16	 0/10	 1/5	 1/31
Promotion	 1/16	 1/10	 0/5	 2/31
Health promoting 	 1/16	 1/10	 0/5	 2/31
Characteristics of practice
Work alone/isolation	 4/16	 4/10	 0/5	 8/31
More multi-disciplined team	 2/16	 3/10	 0/5	 5/31
Advising/caring with people at work 	 2/16	 1/10	 1/5	 4/31
Work with organisationfmdustry	 3/16	 0/10	 0/5	 3/31
Special knowledge and skills 	 3/16	 5/10	 2/5	 10/31
Other	 2116	 0/10	 0/5	 2/31
Number of key persons 	 16	 10	 5	 31
Thirty of the key persons believed that there was a difference between OH nursing and generic
nursing, with only one key person stating that there was no difference. As can be seen from Tdile
4.5, the top two general nursing practice fields chosen were prevention (18/31) and protection
(9/31). Comparing the three national groups, 12 of the 16 UK key persons and 4 of the 5
European key persons tended to focus on prevention, while only 2 of the 10 US key persons
tended to do so. Of the US key persons 4 indicated instead a focus on protection.
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The top specific practice topics chosen within the field of "prevention" were the focus on health
rather than illness, and preventive activities more than treatment, whereas topics chosen from the
field of "protection" included a focus on the effects of work on health and health on work, risk
of injury and exposure to hazards.
Characteristic differences between OH nursing and general nursing, according to the key persons,
included OH nurses working alone, autonomy, being group orientated, being in a more multi-
disciplined team, working for a profit organisation, the influence of business philosophy, good
business and management experience, more challenges, demonstrating individual worth to
management, and not being perceived as a "real" nurse by clients.
It was also stated that OH nursing serves a different population since OH nurses work with an
organisation or industry, advising and caring for people at work. The OH nurses were said to
require special knowledge, about subjects such as risk factors, regulations and laws which define
practice, as well as specialist knowledge and skills, a wide range of general knowledge and skills,
good communication skills, marketing, and surveying skills.
4.3.5 The relationship between community health nursing and occupational health nursing
Respondents were asked: "What relationship if any exists between community health nursing and
occupational health nursing?". Responses are shown in Table 4.6.
Table 4.6 The relationship between community health nursing and OH nursing according to key persons
in different countries.
Relationship	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
Very strong	 2/16	 9/10	 3/5	 14/3 1
Veiy little	 9/16	 0/10	 2/5	 11/31
Some contact	 2/16	 0/10	 0/5	 2/31
Quite strong	 2/16	 0/10	 0/5	 2/31
None	 1/16	 0/10	 0/5	 1/31
Number of key persons 	 16	 10	 5	 31
As can be seen from the Table 4.6; the main relationships identified between community health
nursing and OH nurses were mainly at the two extremes of opinion: veiy strong (14131), and"
very little" (11/31). Comparing the three national groups, 9 of the 16 UK key persons indicated
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vely little contact, while 9 of the 10 US key persons and 3 of the 5 European key persons
indicated vesy strong contact.
Comparison of the similarities and differences between community health nursing and OH nursing
according to key persons in different countries is shown in Tthle 4.7.
Table 4.7 Comparison of the similarities and differences between community health and OH nursing
accordmg to key persons in different countries.
Categories	 Similarities between OliN0 & CHNb	Differences between OHN & CHN
Location	 Home focus	 Work based - no community health
Work alone	 practice
Workplace is part of community	 Working conditions
Environment is the same	 OHN - directed at workforce
Unit of analysis = community CHN - community/family setting
OUN- specific work processes in
specific industry
Practice	 Preventive emphasis 	 CHN = smaller focus on OH:
Pre entive/promotive activities	 OFIN = OH is main focus
Continuity	 OHN - applies public health nursing
Goal = highest level of health, and to 	 skills to practice and clients
prevent disease	 OliN refer client to community health
___________ _______________________________ providers (CHN)
Subject	 Client group/families	 CHN = Individual/family and home;
"Healthy person" focus, not patients 	 OHN = environment
Close relationship with client 	 CHN = population is community;
Population focus	 OFIN = population is emplo'ees,
___________ Influencing health of community 	 plus spouses, and dependents
Knowledge	 Knowledge of assessing populations




OHN: occupational health nursing.
b CHN: community health nursing.
The similarities between community health nursing and OH nursing can be stated as being the
following:
1) Location: Both work alone in the same general environment (the community) and have a degree
of home focus.
2) Practice: Both their goals focus on a higher level of health, as well as continuing preventive
and promotive activities.
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3) Subject: They both have a population focus and have close relationships with the client (and
family). The focus is on healthy persons, not patients.
4) Knowledge and skills: Both require knowledge in assessing population health problems using
an aggregate approach, and so interpersonal and epidemiological skills are also needed.
The differences between community health nursing and OH nursing are as follows:
1) Location: Community health nurses work in community and family settings, whereas OH nurses
work in a specific indusby but where there are specific work processes.
2) Practice: the community health nurse has a smaller focus on OH, whereas the OH nurse's main
focus is on OH. OH nurses refer their clients to the community health providers. The reverse
situation seldom occurs.
3) Subject: Community health nurses focus on individual families and homes, whereas OH nurses
focus on the environment. The community health nursing focus population is the community,
whereas the OH nursing focus population is the workforce, along with their spouses and
dependents.
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4.3.6 The unique features of occupational health nursing
Respondents were asked: "What do you feel is unique about the field of occupational health
nursing?". Responses are shown in Td,le 4.8.
Table 4.8 Distribution of unique fields of OH nursing according to key persons in different countries.
Unique field
	
United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
Responsibilities	 4/16	 4/10	 3/5	 11/31
Prevention	 2/16	 1/10	 1/5	 4/31
Protection	 2/16	 1/10	 1/5	 4/31
Management	 0/16	 1/10	 3/5	 4/31
Promotion	 0/16	 1/10	 1/5	 2131
Care	 1/16	 0/10	 0/5	 1/31
Chamctethticsofprdce 	 7/16	 8/10	 2/5	 15/31
Autonomy	 2/16	 3/10	 0/5	 5/31
Work alone/isolation	 3/16	 2/10	 0/5	 5/31
Multidisciplinaiy within the speciality 	 1/16	 2/10	 0/5	 5/31
Mixture practice	 0/16	 1/10	 1/5	 2/31
Other	 2/16	 2/10	 1/5	 5/31
Subject	 4/16	 1/10	 1/5	 6/31
Well people	 2/16	 0/10	 1/5	 3/31
Group not individual orientated 	 2/16	 0/10	 1/5	 3/31
Employee	 0/16	 1/10	 0/5	 1/31
Knowkdge id skills 	 3/16	 2/10	 0/5	 5/31
LocatIon	 3/16	 2/10	 0/5	 5/31
Number of key persons 	 16	 10	 5	 31
As can be seen from Td'le 4.8; the top two unique fields chosen were characteristics of practice
(15131) and responsibilities (11/31). Comparing the three national groups, the UK respondents
tended to focus on practice (7/16) and subject (4/16); whereas the US and European respondents
focused on characteristics of practice (US: 8/10; European: 2/5) and responsibilities (US. 4/10-,
European: 2/5).
The top specific topics chosen within the field of "characteristics of practice" were the focus on
autonomy (5/31), working alone and isolation (5/31), and being multidisciplinary within the
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speciality (5131), whereas topics chosen from the field of "responsibilities" included the focus on
prevention, protection and management.
The unique field of OH nursing according to key persons in different countries can be stated as
being the following:
1) Responsibilities:
(1) Promotion: Education regarding general, environmental, and OH risks, advising for better
health knowledge and awareness.
(2) Protection: Improves working environment, ability to recognise risk factors, and potentially
hazardous work environments.
(3) Prevention: Health surveillance and maintenance, and prevention of ill health in the workplace.
(4) Care: Diagnostic and treatment in the workplace.
(5) Management: Direct influential contact with production and service managers as well as
decision makers, ethical issues, legal conflicts, financial consideration, and being a consultant to
management.
2) Characteristics of practice: Autonomy, working alone and isolation, multidisciplinary within the
speciality, holistic approach, responsibility workers' health, diversity of problems and challenges,
mixture of preventive medicine and management, providing direct care as well as a prevention
programme, providing continuing care, long term relationship with population, trend setter for
broadening nursing practice.
3) Subject: Well people, group, not individual-orientated, focus on employees, promotes
individual, group and organisation health.
4) Knowledge and skills: Other nurses have a broader expectation of OH nurses' knowledge.
Uniquely among nurses, they also have knowledge of business activities and industrial processes.
The main knowledge base is concerned with the effects of the working environment on health.
They also possess a wide diversity of skills, as well as unique skills and competencies.
5) Location: Based in the workplace, variety of settings and cultures, working in an environment
dedicated to production and profit.
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4.4 Type of oianisation
Respondents were asked: "In which different settings do occupational health nurses function in
this countiy?". Responses are shown in Tthle 4.9.
Table 4.9 Distribution of the different settings for OH nurses according to key persons in different countries.
Different service setting	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
Industry	 11/16	 9/10	 2/5	 22/31
Hospital service	 10/16	 8/10	 0/5	 18/31
Public, social and private service 	 9/16	 6/10	 2/5	 17/31
Commerce	 1016	 2/10	 0/5	 12/31
Educational institutions 	 5/16	 3/10	 0/5	 8/31
Local government	 4/16	 2/10	 1/5	 7/31
Insurance and banking	 1/16	 3/10	 0/5	 4/31
Agriculture centres	 0/16	 2/10	 0/5	 2/31
Construction	 0/16	 1/10	 0/5	 1/31
	
0/16	 1/10	 0/5	 1/31
Other	 3/16	 3/10	 1/5	 7/31
Every place of work	 3/16	 1/10	 1/5	 5/31
Correctional facilities (prison)	 0/16	 1/10	 0/5	 1/31
Non-manufacturing	 0/16	 1/10	 0/5	 1/31
Number of key persons	 16	 10	 5	 31
As can be seen from Tthle 4.9; the three main settings for OH nurses were in industry (22/31),
hospital services (18131), and in public, social and private services (17/31). Comparing the
different settings according to the three national groups, the most important workplaces appears
to be in industiy
45 Cunnt chaiges in occupational health nuiing d factoi influencing chige
4.5.1 Current changes in occupational health nursing
Respondents were asked: "In your opinion is occupational health nursing changing at present?",
and "If yes, in what way is it changing ?". Responses are shown in Tthle 4.10.
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Table 4.10 Distribution of the changes in OH nursing according to key persons in different countries.
Changes	 Umted	 United	 European	 Total
Kingdom	 States	 Countries	 Number
OH nursing practice change	 2/16	 3/10	 2/5	 7/31
Internal change	 7/16	 3/10	 1/5	 11/31
OH nurses' perceptions and beliefs 	 3/16	 2/10	 1/5	 6/3!
Working environment	 2/16	 1/10	 0/5	 3/31
OH nursing professional background	 1/16	 0/10	 0/5	 1/31
OH and safety team	 1/16	 0/10	 0/5	 1/31
Eitemal change	 6/16	 5/10	 315	 14/31
OH nursing education	 2/16	 1/10	 1/5	 4/31
Policy and legislation 	 2/16	 1/10	 1/5	 4/31
Economics evaluation 	 0/16	 3/10	 0/5	 3/31
Awareness of health and environment 	 1/16	 0/10	 2/5	 3/31
Economic situation 	 2/16	 1/10	 0/5	 3/31
Health care delivery system	 0/16	 2/10	 0/5	 2/31
Changing industrial system 	 0/16	 1/10	 0/5	 1/31
Social change	 0/16	 1/10	 0/5	 1/31
Number of key persons 	 16	 10	 5	 31
All of the key persons thought that OH nursing is changing at the present time. As can be seen
from TthIe 4.10; the three main changes in OH nursing are the areas of the OH nursing practice
(7/31), OH nurses' perceptions and beliefs (6/31), OH nursing education (4/31) and policy and
legislation (4/31). Comparing the changes according to the three national groups, 3 of the 16 UK
key persons tended to focus on OH nurses' perceptions and beliefs change, 3 of the 10 US key
persons tended to focus on the economics evaluation, and 2 of the 5 European key persons tended
to focus on OH nursing practice and awareness of health and environment.
Specific changes detailed included the role change from a treatment role to a role in prevention;
role development and expansion; being recognised as a speciality; increased emphasis on cost
benefit analysis; changes arising due to the economic recession and new legislation.
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4.5.2 Factors influencin g change
Respondents were asked: "What do you feel are the factors which are currently influencing these
changes?". Responses are shown in Td,le 4.11.
Table 4.11 Distribution of the influencing factors for OH nursing according to key persons in different
countries.
Influencing factors 	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
Internal factois 	 9/16	 6/10	 1/5	 16/31
OH nurses' perceptions and beliefs 	 6/16	 2/10	 0/5	 8/31
Working environment	 4/16	 2/10	 1/5	 7/31
OH nursing professional background	 0/16	 1/10	 0/5	 1/31
OH and safety team	 0/16	 1/10	 0/5	 1/31
Eiternal factois	 16116	 10/10	 3/5	 29/31
Policy and legislation	 11/16	 1/10	 1/5	 13/31
OH nursing education	 6/16	 2/10	 1/5	 9/31
Economic situation	 5/16	 1/10	 0/5	 6/31
Economics evaluation	 2/16	 3/10	 0/5	 5/31
Social change	 0/16	 2/10	 2/5	 4/31
Changing industrial system	 0/16	 1/10	 0/5	 1/31
Awareness of health and environment 	 1/16	 0/10	 0/5	 1/31
Number of key persons
	 16	 10	 5	 31
As can be seen from Tthle 4.11; the most common general influencing factors were policy and
legislation (13/31), the OH nursing education (9/31), OH nurses' perceptions and beliefs (8/31) and
working environment (7/31). Comparing the three national groups, 11 of the 16 UK key persons
tended to focus on policy and legislation, while 3 of the 10 US key persons focused on the
economics evaluation, and 2 of the 5 European key persons focused on the social change. More
detailed influencing factors included a more academic education program, and the need for cost
benefit analysis, economic recession and legislation.
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4 5.3 Main issues and problems of occu pational health nursing
Respondents were asked: "What do you feel are the main issues and problems that occupational
health nursing is facing at present?. Responses are shown in Td,le 4.12.
Table 4.12 Distribution of the main issues and problems of OH nursing according to key persons in
different countries.
Main issues and problems 	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
OH nursmg professional issues	 8/16	 3/10	 2/5	 13/31
Policy and legislation	 8/16	 2/10	 0/5	 10/31
Economic	 8/16	 1/10	 1/5	 10/31
OH nurses' perceptions and beliefs 	 7/16	 1/10	 1/5	 9/31
OH nursing practice 	 2/16	 6/10	 1/5	 9/31
Working environment	 4/16	 4/10	 1/5	 9/31
OH and safety team	 0/16	 1/10	 3/5	 4/31
Social change	 0/16	 1/10	 0/5	 1/31
Environment issues	 0/16	 1/10	 0/5	 1/31
Industrialisation	 0/16	 1/10	 0/5	 1/3 1
Other	 0/16	 1/10	 1/5	 2/31
Number of key persons	 16	 10	 5	 31
As can be seen from Tthle 4.12; the most popular general areas for the main issues and problems
are the focus on OH nursing professional issues (13131), economic issues (10131), policy and
legislation (10/31), OH nurses' perceptions and beliefs (9131), OH nursing practice (9/31), and the
working environment (9/31). Comparing the three national groups, 8 of the 16 UK key persons
tended to focus on OH nursing professional issues, economics and policy and legislation; 6 of the
10 US key persons focused on OH nursing practice in order to achieve more independent and
advanced nursing practice; and 3 of the 5 European key persons tended to focus on the lack of
understanding of the role and function within the OH and safety team.
The specific main issues and problems mentioned included the quality of education due to the lack
of training, inadequate funding for education and training; alterations in work practice, lack of
understanding or recognition of the OH nurse' role, the recession, and the influence of the EEC.
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4.6 The future concerns of occupational health nuising
Respondents were asked: "What do you believe the future holds for occupational health nursing?".
Responses e shown in Tdile 4.13 and Td,le 4.14.
Table 4.13 Dsstnbution of what the future holds for OH nursing according to key persons in different
countries.
What the future holds	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
OH nursing professional issues	 9/16	 6/10	 2/5	 17/31
Policy and legislation 	 4/16	 1/10	 2/5	 7/31
OH nursing practice	 1/16	 4/10	 0/5	 5/31
Working environment	 0/16	 3/10	 1/5	 4/31
OH nurses' perceptions and beliefs 	 1/16	 0/10	 2/5	 3/31
OH and safety team	 0/16	 1/10	 2/5	 3/31
Economic	 2/16	 0/10	 0/5	 2/31
Social change	 0/16	 0/10	 0/5	 0/31
Environment issues	 0/16	 0/10	 0/5	 0/31
Industrialisation	 0/16	 0/10	 0/5	 0/31
Other	 1/16	 0/10	 0/5	 1/31
Number of key persons 	 16	 10	 5	 31
As can be seen from Table 4.13; the top two general areas of what the future holds for OH
nursing are the focus on OH nursing professional issues (17/31), and policy and legislation (7/31).
Comparing the three national groups, 9 of the 16 UK key persons and 6 of the 10 US key persons
tended to focus on OH nursing professional issues; while 2 of the 5 European key persons tended
to focus on OH nurses' perceptions and beliefs, OH nursing professional issues, and policy and
legislation.
The distribution of what the future holds for OH nursing according to key persons are shown in
Table 4.14.
FINDINGS FROM THE KEY PERSONS' SURVEY 114
Table 4.14 Distribution of what the future holds for OH nursing according to key persons.
Future holds	 Positive	 Neutral	 Negative
OH nurses'	 Continuing specialist post-basic qualification	 Pedagogic.	 None
perceptions and mtegiaied within conmumity and public 	 Evaluation of OH awses will
beliefs	 health. Unique role in workplace	 start from their use of health and
_____________ ___________________________________ musing theories and models.
OH nursing	 More responsibility. &oader based practice. 	 None	 None
practice	 Expanded role.
Increased preventive and health surveillance
programmes.
Greater utilisation of OH nurses in
management of health and safety issues at
work
All nurses in any field will have some OH
knowledge. Nurses will refer clients to
__________ appropriate providers.	 __________________ ___________
OH nwaing	 Greater recognition. More OH consultants. 	 Have to meet challenges with	 Lower priority if
professional	 More OH muses. Good opportunities. 	 confidence.	 policies remain
issuea	 SuccessfuLEffective. 	 Will be dependent on OH muses unclear.
Exciting moves towards health promotion and themselves. 	 Unless OH nurses
links with other specialities. 	 Future Id dependent on OH	 change and
Services will be promoting health, 	 nurse's willingness to recognise 	 become cost-
mamtainmg health, preventing ill-health, and
	
and act on opportwuitiea arising	 effective, they
offering various lifestyle programmes. 	 from health care dilemmas, 	 will be replaced
If trained nurses cm be sold to employers, 	 by contract
finure is good. Paradigms about OH nwamg	 nurses.
will change.	 Future is bleak,the
With improved economic circumstances OH
	 work will be
nursing will have an important role in	 consumed by
providing appropriate human resources for	 other primary
industry,	 health care
__________ ___________________________ ___________________ specialities.
OH and safety	 Multi-disciplinary train work.	 None	 None
team	 Emphasis on inter.disciplinaiy links.
OH nurses will be the project leader.
Working	 The flxer" of the workplace.	 None	 None
environment	 Opportunitiea with smaller employers.
Diversity of practice settings.
More emphasis on health care workers, more
OHnurses in hospital settings.	 ____________________ ____________
Economic	 None	 Existence depends on economic Tighter economic






Policy and	 With legislative support satisfying fluturn and	 Dealing with regulatory	 None
legislation	 increased profile, 	 requirements.
Changing legislation way increase OH nurses Involvement with EEC.
in small industries,
Future holds great deal if leaders of industry
and government can be enlightened.
Moreinternational co-operation.	 _______________ _________
Health care	 Part of health csm system, many work	 None	 None
delivery system opporlimities.	 ______________ ________
Other	 Optimistic, greater involvement within	 None	 None
- and
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As can be seen from Table 4.14; in general most of the key persons believed that there was a
positive future for OH nursing. All the comments relating to OH nursing practice, the OH and
safety team, and the health care delivery system, were positive. There were no negative comments
relating to OH nurses' perceptions and beliefs, and policy and legislation. However, no positive
comments were made concerning economic issues, with only the UK key persons mentioning this
aspect of OH nursing. Concerning OH nursing professional issues, policy and legislation, although
there were some negative comments, the overall consensus was for a positive future.
4.7 Educational needs of occupational health nurses
4.7.1 Educational preparation for occupational health nurses
Respondents were asked: "What kind of basic educational preparation do you feel occupational
health nurses need?". Responses are shown in Table 4.15.
Table 4.15 The Qualification needed for OH nurses according to key persons in different countries.
Qualification	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
Qualification	 10/16	 1/10	 1/5	 12/31
RGN	 10/16	 1/10	 1/5	 12/31
Health visitor	 2/16	 0/10	 0/5	 2/31
District nurse	 1/16	 0/10	 0/5	 1/31
SpecIality	 5116	 4/10	 3/5	 12/31
OHNC	 1/16	 0/10	 0/5	 1/31
OFIND	 4/16	 1/10	 2/5	 7/31
Degree in nursing with OH nursing	 0/16	 1/10	 1/5	 2/31
tranng
MSc in OH nursing or Management	 1/16	 2/10	 0/5	 3/31
Nuning	 1/16	 SIlO	 1/5	 10/31
Diploma in nursing	 1/16	 0/10	 1/5	 2/31
Bachelor's degree in nursing	 0/16	 8/10	 0/5	 8/31
Other	 3/16	 0/10	 0/5	 3/31
RGN & Specialist OH nurse	 2/16	 0/10	 0/5	 2/31
RGN & ^ 2 years hospital experience	 1/16	 0/10	 0/5	 1/31
Number of key persons	 16	 10	 5	 31
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As can be seen from Table 4.15; the main educational preparations for OH nurses were
qualification (12131), speciality training (12/31) and nursing training (10/31). Comparing the three
national groups, 10 of the 16 UK key persons tended to focus on Registered general nurse; S of
the 10 US key persons focused on the Bachelor degree in nursing; and 3 of the 5 European key
persons focused on speciality training.
The distribution of the basic educational preparation requirement for OH nurses according to key
persons in different countries is shown in Table 4.16.
Table 4.16 The Basic educational preparation needed for OH nuTses according to key persons in different
countries.
Basic education	 United	 United	 European	 Total
	
Kingdom	 States	 Countries	 Number
Clinical knowledge/skills 	 7/16	 0/10	 1/5	 8/31
OH and safety	 3/16	 0/10	 1/5	 4/31
Managerial/administration 	 1/16	 0/10	 2/5	 3/31
Teaching	 1/16	 0/10	 2/5	 3/31
Legislation	 2/16	 0/10	 0/5	 2/31
Research related	 0/16	 1/10	 1/5	 2/31
Personal development	 1/16	 0/10	 0/5	 1/31
Health promotion	 0/16	 0/10	 1/5	 1/31
Communications/interpersonal skills 	 0/16	 0/10	 1/5	 1/31
Social concerns/problems	 0/16	 0/10	 1/5	 1/31
Business skills	 0/16	 1/10	 0/5	 1/31
Professional issues	 0/16	 0/10	 0/5	 0/31
Screening/health assessment	 0/16	 0/10	 0/5	 0/31
Manageriallpersonnel	 0/16	 0/10	 0/5	 0/31
Other	 1/16	 0/10	 1/5	 2/31
Number of key persons	 16	 10	 5	 31
As can be seen from Table 4.16; the most important basic knowledge and preparation for OH
nursing practice was identified as clinical knowledge and skills (8/31).
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4.7.2 Areas of continuin g education for occupational health nurses
Respondents were asked: "How important do you think continuing education is for occupational
health nurses?", and "What areas do you feel are most important?". Responses are shown in Td,le
4.17.
Table 4.17 Areas of continuing education for OH nurses according to key persons in different countries.
Continuing education	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
Legislation	 12/16	 3/10	 1/5	 16/3 1
OH and safety	 5/16	 4/10	 4/5	 13/31
Managerial/administration 	 4/16	 6/10	 2/5	 12/31
Communication/interpersonal skills	 4/16	 4/10	 215	 10/31
Clinical knowledge/skills 	 7/16	 2/10	 0/5	 9/31
Professional issues 	 7/16	 1/10	 1/5	 9/31
Research related	 3/16	 2/10	 1/5	 6/31
Health promotion	 2/16	 2/10	 1/5	 5/31
Screening/health assessment	 0/16	 2/10	 0/5	 2/31
Social concerns/problems	 1/16	 1/10	 0/5	 2/31
Managerial/personnel	 0/16	 1/10	 1/5	 2/31
Business skills
	
1/16	 1/10	 0/5	 2/31
Teaching	 0/16	 0/10	 1/5	 1/31
Personal development	 0/16	 0/10	 0/5	 0/31
Other	 1/16	 3/10	 1/5	 5/31
Number of key persons	 16	 10	 5	 31
All of the key persons believed that continuing education was very important, because OH nurses
work in isolation and need constant up-dating. As can be seen from Tthle 4.17; the most
important emerging influences of continuing education were legislation (16/31), OH and safety
(13/31), management and administration (12/31), and communication and interpersonal skills
(10/31). Comparing the three national groups, 12 of the 16 UK key persons tended to focus on
legislation; 6 of the 10 US key persons focused on management and admmistration; and 4 of the
5 European key persons tended to focus on OH and safety.
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The most important specific areas of continumg educational were legislation, management skills,
health promotion, epidemiology, ergonomics, industrial hygiene, nursing practice, and professional
updating.
4.7.3 Special trainmR needs of occupational health nurses
Respondents were asked: "Do you consider special training in occupational health nursing
necessazy for practice?", and "If yes, please write the specific topic". Responses are shown in
Td,le 4.18.
Table 4.18 Areas of special training for OH nurses identified by key persons in different countries.
Special training	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number
OH and safety	 6/16	 4/10	 3/5	 13/3 1
Clinical knowledge/skills 	 2/16	 4/10	 0/5	 6/31
Managerial/administration	 3/16	 2/10	 1/5	 6/31
Legislation	 2/16	 3/10	 1/5	 6/31
Health promotion	 1/16	 3/10	 1/5	 5/31
Screening/health assessment	 0/16	 3/10	 1/5	 4/31
Communication/mterpersonal skills 	 1/16	 1/10	 2/5	 4/31
Research related	 0/16	 3/10	 1/5	 4/31
Teaching	 1/16	 1/10	 1/5	 3/31
Business skills	 1/16	 1/10	 1/5	 3/31
Managerial/personnel	 0/16	 2/10	 0/5	 2/31
Professional issues	 1/16	 0/10	 1/5	 2/31
Personal development	 0/16	 0/10	 0/5	 0/31
Social concerns/problems	 0/16	 0/10	 0/5	 0/31
Other	 3/16	 0/10	 1/5	 4/31
Number of key persons	 16	 10	 5	 31
Twenty nine key persons believed that OH nurses need special training while only two key
persons thought that there was no need for special training. As can be seen from Tthle 4.18; the
most important general areas of special training for OH nurses were seen to be OH and safety
(13/31), legislation (6/31), management and administration (6131), and clinical knowledge and
skills (6/fl). Comparison of the three national groups reveals that they all agreed that OH and
safety is the most important special training issue.
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The important specific training items were toxicology, health hazards, environment issues, health
promotion, epidemiology, and teaching and education skills..
4.8 A model for occupalional health nursing practice
Respondents were asked: "Do you think occupational health nursing needs a model to guide its
practice?", and "If yes, why?". A comparison of the reasons given by key persons in different
countries to why they agree or disagree that a model for OH nursing practice is needed are shown
in Tthle 4.19.
Analysis of this question demonstrated that twenty three of the key persons believed that there was
a need for a model to guide OH nursing practice, whereas five of the key persons believed that
there was no need for such a model. Three of the key persons stated that they did not know if a
model was required or not.
Table 4.19 Reasons given by key persons in different countries for agreeing or disagreeing that a model
for 01-1 nursing practice is needed.
Category	 Agreement	 Disagreement
Practical	 A need to have a standard 	 Diversity of practice (not just
Several models to accommodate diversity 	 one model)
Internal vision cntical for independent practice
Theoretical	 Specialist knowledge base	 Needs (only) central
More models needed for education and research principles around which OH
Forward looking	 may be practised
Other	 Professional security	 It is a disservice to standardisc
Respect for other people and their integrity 	 the profession
As can be seen from Tthle 4.19; the reasons for the key persons agreeing that there was a need
for a model to guide OH nursing practice can be stated as following:
1) Practice. The key persons thought that there was a need for: standardisation in order to provide
structured plans and guidelines; to set an international level of standards; to give conformity; to
create a framework for effective practice; to give efficient and consistent practice; to help
articulate work activities and vision; and to identify the mission, goals, and objectives. They also
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stated that several models were needed to accommodate diversity and therefore needed to be
flexible in order to promote effective care in diverse settings. Finally "internal vision" or personal
characteristics were identified as critical for independent practice.
2) Theoretical: The key persons thought that a specialist knowledge base needed to have a
theoretical base to clarify and define OH nursing practice; and that a theoretical framework would
be required for effective education and evaluative research.
3) Other: Other reasons for requiring a model were professional security and respect for other
people and their integrity
The reasons for the key persons disagreeing that there was a need for a model to guide OH
nursing practice are as follows:
1) Practice: The key persons thought that there was no need for a model because OH nursing
practice is so diverse that one model would not be enough.
2) Theoretical: The key persons thought that central principles were needed around which OH may
be practised.
3) Other: The key persons thought that it was a disservice to standardise the profession.
Respondents were asked: "What type of model, if any, you feel is most appropriate?", "And
why?". Responses are shown in Table 4.20.
Table 4.20 Type of modeL identified according to key persons in different countries.
Type of model	 United	 United	 European	 Total
Kingdom	 States	 Countries	 Number








	 1/6	 1/5	 2/23
Health belief model
	 0/12






Other	 0/12	 216	 0/5	 2123
Number of key persons 	 12	 6	 5	 23
As can be see from Td,le 4.20; twenty three of the key persons named a model. The most well-
known model for OH nursing practice was the Hanasanri model (9/23). Comparing the three
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national groups, 8 of the 12 UK key persons tended to focus on the Hanasaari model; while the
US and European key persons did not focus on any particular model.
The reasons given by the key persons for choosing the Hanasaari model are that it can be used
in education, it is futuristic, it has practical applications, it indicates inter-disciplinary
communications, is a theoretical framework, in addition it implies a global approach, and contains
all the relevant aspects of OH practice; although two key persons felt that it was probably the best
attempt to date but that it is complex and confusing.
4.9 Chanictenstics of occupational health nursing managers
4.9.1 Actual roles and functions of occu pational health nursin g managers
Respondents were asked: "What key roles and functions do you play in your workplace?".
Responses are shown in Table 4.21. (Only OH nursing managers were asked this question.)
Table 4.21 Actual roles and functions of OH nursing managers according to key persons in different
countries.
Key roles and functions 	 United	 United	 Total
	
Kingdom	 States	 Number






























Reseaivh	 1/8	 0/5	 1/13
Number of key persons 	 8	 5	 13
As can be seen from Table 4.21; the two main groups of actual roles and functions were found
to be management (13/13) and promotion (8/13). The top three individual key roles and functions
were management (13113), consulting and advising (7/13), and education (6/13). Comparing the
two national groups (the US and the UK), the most important common practice was management.
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4.9.2 Activities of occupational health nursing mana&er
Respondents were asked: "What routine activities do you undertake at 'east once a week?".
Responses are shown in Tthle 4.22.
Table 4.22 Routine activities of OH nursing manager according to key persons in different countries.
Activities	 United	 United	 Total
Kingdom	 States	 Number
Management	 5/8	 4/5	 12/13
Administration	 4/8	 2/5	 6/13
Communication/Liaison	 4/8	 3/5	 7/13
Management	 5/8	 4/5	 9/13
Promotion	 4/8	 3/5	 7/13
Education	 2/8	 3/5	 5/13
Training	 2/8	 0/5	 2/13
Consulting/Advising	 1/8	 0/5	 1/13
Counselling	 2/8	 0/5	 2/13
Reseanth	 2/8	 1/5	 3/13
Prevention	 1/8	 1/5	 2113
Health screening	 1/8	 1/5	 2/13
Protection	 1/8	 0/5	 1/13
Environment surveillance	 1/8	 0/5	 1/13
Number of key persons	 8	 5	 13
As can be seen from the Table 4.22; the three main groups of activities were found to be
management (12113), and promotion (7113). The three individual activities were management
(9/13), communication or liaison (7/13), and administration (6/13).
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4.9.3 Problems and barriers influencin g occupational health nursing managers
Respondents were asked: "What problems and/or barriers, if any, do you feel affect the way you
are able to carry out your role?". Responses are shown in Table 4.23. (This question just asked
for OH nursing managers.)





OH nursing practice	 3/8	 2/5	 5/13
Working environment	 3/8	 2/5	 5/13
OH and safety team
	
3/8	 0/5	 3/13
OH nurses' perceptions and beliefs 	 1/8	 1/5	 2/13
OH nursing professional issues	 0/8	 1/5	 1/13
Number of key persons	 8	 5	 13
As can be seen from Table 4.23; the most common general problems and barriers are the areas
that focus on OH nursing practice (5/13) and the working environment (5/13). Comparing the two
national groups, 3 of the 8 UK key persons tended to focus on OH nursing practice, OH and
safety team, and working environment; while 2 of the 5 US key persons focused on OH nursing
practice and working environment in order to achieve a more independent and advanced nursing
practice.
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4.9 4 Relationships with team members for occuational health nursin g managers
Respondent were asked: "Within your occupational health team, with which team members do you
have the most contact?", and "How would you describe the relationship between yourself and the
person(s) you have identified above". Responses are shown in Td,le 4.24. (This question just
asked for OH nursing managers.)
Table 4.24 Relationshipe with team members of OH nursing manager.
Poor	 Profeuiooal	 Good	 Exceileni
Relationship with team member 	 Total
Percent	 Percent	 Percent	 Percent	 number
United Kingdom
Medical officers	 -	 -	 4/8	 3/8	 7/8
Nursing colleagues	 -	 -	 5/8	 1/8	 6/8
Medical centre attendants 	 -	 -	 1/8	 2/8	 3/8
Industrial hygienists 	 -	 -	 1/8	 2/8	 3/8
Administrative staff	 -	 1/8	 -	 1/8	 2/8
Safety officers	 -	 -	 1/8	 -	 1/8
Manager	 -	 -	 -	 -	 -
United Stated
Nursing colleagues	 -	 -	 2/5	 2/5	 4/5
Industrial hygienists	 -	 -	 1/5	 2/5	 3/5
Medical officers	 2/5	 -	 -	 -	 215
Manager	 1/5	 -	 1/5	 -	 2/5
Safety officers	 -	 -	 -	 1/5	 1/5
Administrative staff	 -	 -	 1/5	 -	 1/5
Medical centre attendants 	 -	 -	 -	 -	 -
As can be seen from Tdile 4.24; comparing the two national groups, in the UK the two main
contact team members were found to be "medical officers" (7/8), and "nursing colleagues" (6/8),
and in the US the two main contact team members were found to be "nursing colleagues" (4/5),
and "industrial hygienists" (3/5). Comparing the two national groups, all of the UK key persons
described the positive relationships with team members as "excellent", "good" and "professional";
almost all of the US key persons described the positive relationships with team members as being
"excellent", "good" and "professional", but 3 of the 5 key person described poor relationships with
the "medical officers" (2/5) and "manager" (1/5). All of the key persons described relationships
with more than one team member.
Results from this research suggested that differences might exist between the UK and the US in
terms of the types of relationships OH nurse managers have with their working colleagues. For
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example, it was found that of the OH nurse managers (key persons) in the UK, who completed
the survey questionnaire, all except one rated their relationships with others (medical officers,
nursing colleagues, medical centre attendant, industrial hygienists, safety officers, administrative
stall) as either good or excellent. The exception was related to administrative staff, where one
respondent rated the relationship to be a "professional" one. In contrast, 3 of the 5 key person
respondents from the US rated relationships as poor, two referring to medical officers and one
referring to the manager. The rest were rated across the good and excellent categories, similar to
the UK respondents.
Regarding OH nurses' working relationships in the UK, results suggested that the most positive
responses were directed towards other nurses and medical centre attendants who had been
categorised as co-operative and professional. Managers and safety officers were, however, mostly
rated as having poor or business-like relationships with OH nurses. Despite the indication that the
most frequently contacted OH and safety team member was the medical officer, it was surprising
that the relationship depicted between them was not more positive. However, not surprismgly
given the relative isolation attached to OH nursing, other nursing colleagues were rated as those
most frequently contacted following the medical officers.
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Chapter 5. Results of the Occupational Health Nuies' Swvey
5.1 Introduction
This survey was undertaken in order to collect data concerning the roles and functions of OH
nurses, and to identify influencing factors. The OH nurses' survey was based on responses from
subjects who were active members of the RCN-SOHN in the UK.
Data collection for the main study commenced in early November 1991 and was completed early
in 1992. Using a postal questionnaire, data was collected on current OH nursing practice in the
workplace, factors believed to influence the nurses' practice, and their needs for future preparation
and education. A total of 346 questionnaires (Appendix B3.) were sent out with 251 replies being
received (giving a response rate of 72.5%). Findings presented in this chapter are based on the
responses from the 244 completed questionnaires.
5.2 Occupational health nursing pnictice
5.2.1 Actual roles of occupational health nurses
Respondents were asked: "Which of the following actual roles do you consider to be most
important in occupational health nursing? Indicate your choice of the five most important roles
by ticking the appropriate box(es)". The distribution of responses is given in Tcthle 5.1.
Table 5.1 Distribution of the actual roles of OH nurses.
Actual role	 Number	 Percent
Health screening role	 211	 87.6
Health surveillance role	 188	 78.0
Emergency responsibility role 	 171	 71.0
Education role	 159	 66.0
Therapeutic role	 109	 452
Training role	 98	 40.7
Environmental surveillance role	 96	 398
Consultant / Advisor role	 76	 31.5
Management role	 51	 212
Researchrole	 10	 41
Total number	 241	 1000
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As can be seen from Table 5.1; the five most important actual roles were found to be a "health
screening role" (87.6%), "health surveillance role" (78.0%), "emergency responsibility role"
(71.0%), "education role" (66.0%), and "therapeutic role" (45.2%).
5.2.2 The actual functions of occupational health nurses
Respondents were asked: "Which of the following actual functions do you consider to be most
important in occupational health nursing? Indicate your choice of the ten most important functions
by ticking the appropriate box(es)". The distribution of responses is given in Table 5.2.
Table 5.2 Distribution of the actual functions of OH nurses.
Actual function	 Number	 Percent
Emergency treatment for accident and illness 	 181	 74.5
Individual counselling	 177	 72 8
Health screening	 174	 71.6
Record keeping	 173	 71 2
Health education and promotion 	 171	 704
Health supervision of workers	 148	 60.9
Development and maintenance of records 	 146	 60.1
Provision of a routine treatment service 	 142	 58.4
Meetings and communication	 126	 51.9
Familiansation with the work environment 	 130	 53.5
Specific health surveillance	 121	 49.8
First-aid training for workers 	 121	 49.8
Undertaking general health surveillance 	 113	 46.5
Rehabilitation and resettlement	 101	 41.6
Immunisation	 86	 35.4
Informing workers of health hazards	 83	 34.2
Co-operation with outside agencies 	 68	 28 0
Occupational safety	 46	 18.9
Assisting workers with psycho-social problems 	 40	 16.5
Assessment of the nature and degree of exposure 	 30	 12 3
Total Number	 243	 1000
As can be seen from Table 5.2; the ten most important actual functions in general were found to
be "emergency treatment for accident and illness" (74.5%), "individual counselling" (72.8%),
"health screening" (71.6%), "record keeping" (71.2%), "health education and promotion" (70.4%),
"health supervision of workers" (60.9°!.), "development and maintenance of records" (60.1%),
"provision of a routine treatment service" (58.4%), "familiarisation with work environment"
(53.5%), and "meetings and communication" (51.9%).
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53 PeionaJ factoi
Table 5.3 illustrate general characteristics (e g. gender, age, marital status) concerning the OH
nurses. Table 5.4 and Table 5.5 show the current posts of OH nurses. The motivation for choosing
a job in the OH nursing field for OH nurses is presented in Table 5.6 and Table 5.7, while Table
5.8 describes the job satisfaction of OH nurses.
5.3.1 General characteristics of occu pational health nurses
The distribution of the general characteristics of OH nurses is given in Table 5.3.
Table 5.3 Comparison of the general characteristics of the OH nurses with Dorward's study.
















Mamed	 68 6	 69.3
Single	 16.2	 15.9
Widowed/Divorced/Separated	 15 2	 14.8
As can be seen from Table 5.3; most of the respondents were female (93.4%); the majority were
married (68.6%) with 16.2% being in a stable partnership or being single and with 15.3%
widowed, divorced or separated. There were four age levels in the sample, with more than half
(52.3%) of the respondents being aged over 45 years old. The distribution of gender, age and
marital status is similar to that of the research by Dorward (1988).
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5.3.2 The current posts of the occupational health nurses
The distribution of the current job of the OH nurses is given in Tthle 5.4.
Table 5.4 Description of the current job of OH nurses.




Senior nurse	 119	 49.2
Staff nurse	 34	 14.0
Others	 14	 5.8
Duty pattern
Days only	 206	 84 4
Days usually	 17	 7.0
Shifts	 17	 7.0
Others	 4	 1.6








Mean (SD)°	 35.7	 (7.3)
Income per year (pounds)
< 10,000	 26	 10.7
10,000 - 12,999	 42	 17.4
13,000 - 15,999	 66	 27.3
16,000 - 19,999	 69	 28.5
^ 20,000	 39	 16 1





Mean (SD)°	 5 8	 (5 0)
Standard deviation.
As can be seen from Tthle 5.4; nearly half the sample had a current post of senior nurse, the rest
being in the role of advisor, chief nurse or manager, or staff nurse. The most commonly found
duty pattern in the sample was days only (84.4%), the rest being days usually, and shifts. The
most commonly found working hours in the sample were 35-39 hours (62.5%), and the average
working hours in the current job was 35.7 hours. Over half the sample were paid in the range
13,000-19,999 perineum. The most commonly found time spent in the current post was 8 years
and more (28.7%). Over half the sample had worked in the current post for 4 years and more and
the average time spent in the current post was 5.8 years.
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Furthermore, with regard to other general characteristics, such as duty patterns and working hours
per week, similarities were also found between this study and the one conducted by Dorward
(1988). These similarities are illustrated below in Table 55.
Table 5.5 Comparison of current post with Dorward's study.
Current post	 This study (%)	 Dorward, 1988 (%)
Pattern of work
Day duty	 85.1	 92.6
Shift work	 14.9	 74
Working hours
<40 hours	 82.5	 81.5
^4Ohours	 17.5	 185
In general, the duty pattern appears to be relatively fixed, in that 85.1% of OH nurses work day
shifts while the remainder work various shift patterns during the day. It is probable that OH
nursing appeals to OH nurse's primarily because there is often the opportunity to work regular
hours. Indeed, 32.9% indicated that one of their reasons for choosing OH nursing was "to ensure
day time work only with no shift work necessaiy" and 23.4% indicated that this was one of the
reasons why they continued in OH nursing. Also, job satisfaction appeared to be related to both
the pattern of work and the number of working hours per week: where 94.9% of OH nurses were
satisfied with their working pattern and 92.3% were satisfied with the number of hours worked.
Regarding annual salary, 28.5% of OH nurses earn less than £13,000, 27.2% earn between
£13,000 and £15,999, 28% earn between £16,000 and £19,000 and 16.3% earn greater than
£20,000. Regarding aspects of job satisfaction, salary was rated lower than most of the other 17
aspects, for example, more nurses rated the job components of relationships (ranged from 98.2%
to 88.2%) and working hours (94.9% to 92.3%) as substantially higher than those of salary
(73.2%). (Table 5.8). 73.2% of nurses indicated that they were satisfied with their salary while
26.8% of nurses indicated dissatisfaction with their salary.
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5.3.3 Reasons for choosin g a Dost in occupational health nursing
Respondents were asked: "Which of the following most closely describes your reasons for
choosing a job in occupational health nursing?". The distribution of responses is given in Table
5.6.
Table 5.6 Reasons for choosing a job in the OH nursmg field of OH nurses.
Reason for choosing a job"	 Number	 Percent
To develop a professional career	 175	 72.6
More challenge	 155	 64 3
Independent work	 127	 52.7
To ensure day time work only with no shift work necessary	 79	 32 8
To care for healthy people	 64	 26.6
To earn money for essentials, e.g. food, rent or mortgage 	 47	 19.5
Higher salary and more annual leave entitlement 	 24	 10.0
No other job available	 8	 3.3
Other reasons	 68	 28 2
Total number	 241	 100.0
Choosing the three most important reasons.
As can be seen from Table 5.6; the three main reasons for choosing ajob in the OH nursing field
were found to be "to develop a professional career" (72.6%), "more challenge" (64.3%) and
"independent work" (52.7%). Among the reasons for choosing a job in the OH nursing field
included in "others" was: "personal problems or to care for family" (14 people), "disillusionment
with the NHS" (11 people), "enjoy health education, promotion and preventative medicine" (10
people), "believe in OH" (8 people), "wanted a change role (from NHS to OH nursing)" (5
people), "by chance" (5 people), "interested in industiy and associated hazards" (4 people), "most
suitable job and working hours" (4 people), and "wide variety of roles" (3 people), etc. Almost
the people gave reasons for choosing a job in OH nursing were positive feeling.
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5.3.4 Reasons for continuing the uresent POSt in occupational health nursing
Respondents were asked: "Which of the following most closely describes your reasons for
continuing the present job in occupational health nursing?". The distribution of responses is given
in Table 5.7.
Table 5.7 Reasons for continumg the current job in OH nursing.
Reason for continuing the current job"	 Number	 Percent
Enjoyment of work	 191	 796
Continuing challenge 	 145	 60.4





Fixed work pattern with no shift work necessary 	 56	 23.3
To earn money for essentials, e.g., food, rent or mortgage 	 50	 20.8
To care for healthy people	 26	 10 8
High salary and more annual leave entitlement 	 19	 7.9
Very important position in the organisation 	 18	 7.5
Good relationships with medical officers	 8
	
3.3
Other reasons	 14	 5 8
Total number	 240	 1000
Choosing the three most important reasons.
As can be seen from Table 5.7; the three main reasons for continuing the present job in the OH
nursing field were found to be "enjoyment of work" (79.6%), "continuing challenge" (60.4%), and
"to develop a professional career" (41.7%). Among the reasons for continuing the present job in
the OH nursing field included in "others" was: "currently undergoing training/further education"
(3 people), "keep a good and closer relationship with employees over a period of time" (2 people),
and "cannot move because of ill-health" (2 people), etc.
5.3.5 Job satisfaction of occupational health nurses
Respondents were asked: "Please rate your job satisfaction with various aspects". The distribution
of responses is given in Table 5.8.
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Table 5.8 Job satisfaction in various aspects rated by OH nurses.
	
Very	 Fairty	 Fairly	 Very
Aspect of job satisfaction
	
	
iI.,...i,ficd diatisfied uti5fkd 	 Average
Percent Percent Percent Percent
Roles and fwwiions
Your roles & functions within the department 	 1 3	 8 4	 45.3	 45 0	 3 3
Your roles & functions within the organisation 	 3.0	 23.3	 46.2	 27.5	 3.0
Facilities for direct care
Availability of supplies/equipment 	 2.2	 7.9	 49.4	 40.5	 3.3
Professional development
Feedback on your work from team members 	 1.6	 5.2	 60.2	 33.0	 3 2
Feedback on your work from workers 	 2.2	 10.4	 51.7	 35.7	 3.2
Opportunities for continuing education	 7.8	 20.3	 42.0	 29.9	 2.9
Feedback on your work from managers 	 9.1	 22.5	 44.2	 24.2	 2 8
Information about developing a career	 11.0	 28.6	 42.8	 17.6	 2.7
Relationship
Relationship with other team members 	 0.0	 1.8	 37.6	 606	 3 6
Relationship with your department manager 	 3.5	 8.3	 37.1	 51.1	 3.4
Relationship with trade unions 	 0.6	 6.3	 55.2	 37.9	 3.3
Relationship with outside agencies 	 1.3	 6.2	 53.6	 38.9	 3.3
How'
The starting and finishing time of shifts	 1.5	 3.6	 30.3	 64.6	 36
Working hours per week	 2.6	 5.1	 30.8	 61.5	 3 5
Welfare
Your annual leave entitlement 	 2.6	 7.7	 49.7	 40.0	 3.3
Canteen facilities 	 8 9	 12.1	 39.3	 39.7	 3 1
Your salaiy	 9.5	 17.3	 48.1	 25.1	 2.9
Recreational facilities	 19.3	 23.4	 34.5	 22.8	 2.6
As can be seen from Tcthle 5.8; the top (very satisfied) three main sources of job satisfaction were
found to be "the starting and finishing time of shifts" (64.6%), "working hours per week" (61.5%),
and "the relationship with other team members" (60 6%) The bottom (very dissatisfied) three main
job satisfactions were found to be "recreational facihties" (19.3%), "information about developing
a career" (11.0%), "salary" (9.5%). These elements of job satisfaction were split into two groups:
satisfied and dissatisfied in order to aid discussion. The respondents were satisfied with the
relationships with team members (98.2%), trade unions (93.1%) and outside agencies (92.5%)
except for the department manager. They were also satisfied with "the starting and finishing time
of shifts" (94.9%) and "working hours per week" (92.3%). The respondents were dissatisfied with
professional development (e.g. "information about developing a career" - 39.6%), "feedback on
your work from manager" (31.6%), "opportunities for continuing education" (28.1%)) and welfare
(e.g. "recreational facilities" - 42.7°!., "salaty" - 26.8%, and "canteen facilities" - 21.0%).
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Conrad et aL(1985) surveyed OH nurses' job satisfaction and found that the satisfaction of these
nurses appeared quite high compared to that of hospital nurses. Moreover, OH nurses scored
significantly higher than hospital nurses (p<O.Ol) for compensation (pay), creativity and
independence. This suggests that since OH nurses perceive creativity and independence as morn
satisfying, they feel more free to provide the services they believe to be important. Conrad et d
(1985) also stated that although there is often little opportunity for career advancement by
promotion for OH nurses, they are often the only OH nurses in the department, and their pay and
prestige should be improved. However, if employers are to be persuaded to raise nurses' pay it is
probably necessaiy to educate them about the potential cost effectiveness of OH nurses in terms
of improving worker productivity and decreasing absenteeism for example.
5.4 Prufessional backgmund
5.4.1 Statutory qualification and other professional qualifications
Table 5.9 to Table 5.16 illustrate professional background (e.g. statutory qualifications, OH
nursing certificate or diploma, hospital nursing experience, community nursing experience, and
time spent in OH nursing) concerning the OH nurses' professional education and training, and
detail of their previous experience in hospitals, the community, and in occupational health.
The disiribution of the professional background of OH nurses is given in Table 5.9. This indicates
not only the basic statutory qualifications obtained in order to practice nursing but other
qualifications gained as well.
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Registered Midwife	 55	 22.5
Others	 14	 5.7
























Time spent in OH nursing (years)
61	 25.6
59	 63	 265
10 - 14	 49	 20.6
^15	 65	 273
Mean (SD)°	 10.7	 (7.5)
Standard deviation.
As can be seen Table 5.9; the vast majority (92.2%) of the statutory qualification's background
was that of RON, with the rest being Registered Midwife (22.5%) and EN (7.8%). A number of
respondents held more than one statutory qualification and thus the total percentage is greater than
100%. The majority (75.7%) of the respondents hold professional qualifications included OHNC
(59.7%), OHPN (11.5%) and OHND (4.5%). Almost all (97.1%) of the sample had hospital
nursing experience, and 36.5% of the sample had some previous experience in community nursing.
Over 74% of the sample had more than 5 years experience in OH nursing, with 48% more than
10 years. The average length of experience in the OH nursing field was 10.7 years.
In this study it was found that the vast majority (92.2%) of the statutory qualifications held by
respondents was that of RGN. The remainder held the EN qualification (7.8%). In comparison to
the Dorward's (1988) study where 85.2% of the sample was found to hold the RON and SEN
qualification (14.8%) this study shows a seven percentage increase in the numbers holding the
RON qualification (Table 5.10). Furthermore, the majority (75.7%) of the respondents in this study
also held other professional qualifications including the OHNC (59.7%), the OHPN (11.5%) and
the OHND (4.5%). In Dorward's (1988) study only 51.1% of the sample held the OHNC
professional qualification and 22.2% held the OHPN professional qualification. The increased
number of nurses holding the 01-INC (8.6%) and OHND (4 5%) may be due to a recent increase
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in the number of education programmes offering OHNC and OHND courses. Another possible
reason may due to the greater demand among employers for well qualified personnel.
Table 5.10 Comparison of statutory and professional qualifications held by nurses in Dorward's (1988) study
with nurses in this study.







5.4.2 Short professional courses
Respondents were asked: "Are you undertaking a course at present?", and "If yes, please specify
the course name and its attendance pattern?". The distribution of responses is given in Table 5.11
and Table 5.12.
Table 5.11 Distribution of the current courses and attendance patterns of OH nurses.
Current course	 Number	 Percent
Yes	 78	 32.5
No	 162	 675
Total number	 240	 100.0
Attendance patterns
One day per week	 22	 29.7
Evening course	 22	 29.7
Module system	 18	 243
Open University-correspondence	 5	 68
Other pattern	 7	 9 5
Subtotal number	 74	 100 0
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Table 5.12 Distribution of the current courses taken by OH nurses.
Current course name	 Number	 Percent
Diploma in OH nursing	 15	 24.3
Diploma in counselling	 12	 194





OH nurse practitioner	 2	 3.2











Certificate in advanced food hygiene	 1	 1.6
Certificate in professional management 	 1	 1.6
Diploma in sociology	 1	 1 6
Bachelor in art 	 1	 1.6
Teaching course	 1	 1.6
Alcohol awareness in the community	 1	 1 6
Subtotal number	 62	 100.0
As can be seen from Table 5.11; 78 respondents answered that were undertaking a course at
present, though 4 respondents did not fill in the attendance pattern. From the 74 respondents, 33%
of the sample were currently undertaking a course and the three main attendance patterns were
"one day per week" (29.7%), "evening course" (29.7%), and "module system" (24.3%). 78
respondents answered that they were undertaking a course at present, but 16 respondents did not
indicate the course subject. (Table 5.12) From 62 of the respondents, the three main current
courses were "diploma in OH nursing" (24.3%), "diploma in counselling" (194%), and "certificate
in OH nursing" (14.5%).
Respondents were asked: "Have you ever attended other short professional nursing courses?", and
"If yes, please indicate the course name". The distribution of responses is given in Table 5.13.
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Table 5.13 Distribution of short professional courses of OH nurset
Short professional course 	 Number	 Percent
Yes	 116	 50.2
No	 115	 49.8
Total number	 231	 100.0
Industrial audiometry 	 34	 16.2
Counselling/Communication skills 	 26	 12.4
Accident and emergency/First aid at work 	 11	 5.2
Spirometzy	 11	 5.2
First-aid at work instruction	 9	 4.3
AIDS in the workplace	 8	 3.8
Study day	 8	 3.8
Seminar	 7	 3.3
Smoking cessation	 6	 2.9
Ergonomics	 5	 2.4
OphthalmologyfEye care	 5	 2.4
Family planning	 5	 2.4
Health life style	 5	 2.4
Stress reduction/Stress management 	 5	 2.4
Use of computers 	 5	 2.4
Control of Substances Hazardous to Health Regulations (COSHH) 	 5	 2.4
Noise	 4	 1.9
Cervical screening	 4	 1.9
Management	 4	 1.9
Dermatology	 3	 1.4
General health education	 3	 1.4
Lifting and back care	 3	 1.4
General health assessment and screening 	 3	 1.4
Presentation skills	 3	 1.4
Toxicology	 2	 1.0
Environment monitoring	 2	 1.0
Neurology	 2	 1.0
Prevention for stroke and heart disease	 2	 1.0
Electrocardiography	 2	 1.0
Techniques in teaching 	 2	 1.0
Health and safety law	 2	 1.0
Other course	 14	 6.7
Subtotal number	 210	 100.0
As can be seen from Ta51e 5.13; the four main short professional courses were "industrial
audiometzy" (16.2%), "counselling or communication skills" (12.4%), "accident and emergency
or first aid at work" (5.2%), and "spirometry" (5.2%).
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5.4.3 Experience in hosnital
Respondents were asked: "Did you have any nursing experience (excluding training) in a hospital
before your first occupational health nursing position?", and "If yes, please indicate each type of
department you worked in and show how many months you spent in each area?". The distribution
of responses is given in Tthle 5.14.
ThbIe 5.14 Duration and hospital department experience of OH nurses.
Hospital expenence	 Number	 Percent
Yes	 237	 97.1
No	 7	 2.9





















Accident and emergency	 Ill	 46.8






Intensive care	 51	 21.5
Out-patients department	 47	 19.8
Paediatrics	 43	 18 1






As can be seen from Tdile 5.14; over half (6 1%) of the sample had hospital nursing experience
within the range 2-9 years. The average length of experience in the hospital setting was 5.7 years.
The three main practice departments were "surgery" (62.4%), "medicine" (61.6%), and "accident
and emergency" (46.8%).
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5.4.4 Experience in community
Respondents were asked: "Did you have any nursing experience (excluding training) in the
community before your first occupational health nursing position?", and "If yes, please indicate
which areas of nursing practice you worked in and indicate how many months you spent in each
area?". The distribution of responses is given in Td'le .5.15.
Table 5.15 Duration and community experience practice areas of OH nurses.
Community experience 	 Number	 Percent
Yes	 86	 355
No	 156	 645






Mean (SD)	 2.9	 (3.8)
Practice area
District nursmg	 25	 29 1
Midwifery	 20	 23.3
School nursing	 16	 18 6
General practitioner nursing 	 14	 16.3
Health visiting	 8	 9.3
Community psychiatric nursing 	 2	 2.3
Others	 16	 18.6
Standard deviation.
As can be seen from Tthle 5.15; the majority of respondent had no community experience. There
is little difference between the values of the three community experience levels stated. The
average length of experience in the community was 2.9 years and the three main practice areas
were "district nursing" (29.1%), "midwileif (23.3%), and "school nursing" (18.6%). Some
respondents chose more than one practice &ea
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5,4.5 Experience in occupational health
Respondents were asked: "Which of the following types of org anisation have you had experience
of working in during your occupational health nursing career 7'. The distribution of responses is
given in Tthle 5 16.
Table 5.16 Distribution of the prevous experience in occupational settings of OH nurses.
Previous experience in occupational settings	 Number	 Percent
Yes	 159	 65.2
No	 85	 348
Total number	 243	 1000
Tvoe of or2anisatson
Agriculture, hunting, forestry, and fishing	 0.6
Mining and quarrying	 1.3
Manufacturing: Food products 	 33	 20.8
Manufacturing: Beverages & tobacco products 	 4
	
2.5
Manufacturing: Textiles & textile products	 6	 3.8
Manufacturing. Wearing apparel
	 6	 38
Manufacturing: Leather & leather products 	 06
Manufacturing: Wood & wood products 	 06




Manufacturing: Chemical products	 21
	
13.2
Manufacturing: Coke, petroleum products, & nuclear fuel
	
10	 6.3
Manufacturing: Rubber products	 3
	
1.9
Manufacturing: Plastic products 	 11
	
6.9
Manufacturing: Basic metals	 14
	
8.8
Manufacturing: Metal products 	 10
	
63
Manufacturing: Machinery & equipment 	 28
	
17.6
Manufacturing: Electrical equipment 	 26	 16.4
Manufacturing: Transport equipment	 21
	
13.2






Electricity, gas, and water supply 	 8	 50
Construction	 7	 4.4
Commerce	 9	 5.7
Transport, storage, and communication	 3	 1.9
Banking insurance estate, renting, and business activities	 6	 3.8
Public administration and defence 	 23	 14 5
Educational institution 	 1	 0.6
National health system	 11	 6.9
Subtotal number	 159	 1000
As can be seen from Tdile5.16; 65% of the sample had previous experience in the OH setting.
The four main practice industzy types were "food products" (20.8%), "machinery and equipment"
(17.6%), "electrical equipment" (16.4%), and "manufacturing, not specified" (16.4%).
RESULTS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 142
53 Occupational health nuines' peiteptions and beliefs
5.5.1 The ideal roles of occu pational health nurses
Respondents were asked: "Which of the following ideal roles do you consider to be most
important in occupational health nursing?". The distribution of responses is given in Tdile 5.17.




Health surveillance role	 212	 88 0
Education role	 200	 83 0
Health screening role	 170	 70.5




Training role	 82	 34 0
Emergency responsibility role	 80	 33.2







Other ideal roles	 87	 36.1
Total number	 241	 1000
° Choosmg the five most important roles.
As can be seen from Tdile 5.17; the five most important ideal roles were found to be "health
surveillance role" (88.0%), "education role" (83.0%), "health screening role" (70.5%),
"environmental surveillance role" (68.0%), and "consultant role". Among the ideal roles included
in "others" was: "counselling role" (60 people), "liaison or communication role" (18 people), and
"occupational hygiene and safety role" (15 people), etc.
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5.5.2 The ideal functions of occupational health nurses
Respondents were asked: "Which of the following ideal functions do you consider to be most
important in occupational health nursing?". The distribution of responses is given in Td,le 5.18.
Table 5.18 Distribution of the ideal functions of OH nurses.
Ideal function0	Number	 Percent
Health education and promotion	 213	 88.0
Familiarisation with the work environment 	 169	 69.8
Individual counselling	 166	 68.6
Health supervision of workers 	 158	 65.3
Rehabilitation and resettlement 	 155	 64.0
Meetings and communication 	 142	 58.7
Informing workers of health hazards 	 138	 57.0
Development and maintenance of records 	 135	 55.8
Record keeping	 131	 54.1
Specific health surveillance	 129	 53.3
Emergency treatment for accident and illness 	 128	 52.9
First-aid training for workers 	 119	 49.2
Health screening	 113	 46.7
Co-operation with outside agencies 	 108	 44.6
Undertaking general health surveillance 	 105	 43.4
Assessment of the nature and degree of exposure	 94	 388
Occupational safety	 68	 28 1
Assisting workers with psycho-social problems	 43	 17.8
Provision of a routine treatment service	 35	 14.5
Iminunisation	 34	 14.0
Other ideal functions 	 37	 15.3
Total Number	 242	 100.0
4 Choosing the ten most important ideal functions
As can be seen from Td,le 5.18; the ten most important ideal functions were found to be "health
education and promotion" (88.O°h), "famiiarisation with the work environment" (69 8%),
"individual counselling" (68.6%), "health supervision of workers" (65.3%), "rehabilitation and
resettlement" (64.0%), "meetings and communication" (58.7%), "informing workers of health
hazards" (57.0%), "development and maintenance of records" (55.8%), "record keeping" (54.1%),
and "specific health surveillance" (53.5%). Among the ideal functions included in "others" was:
"visiting absent workers Qong tenn sick or injwy) or sickness and absence monitoring" (10
people), "informing management of health hazards" (6 people), "management" (5 people),
"research in OH" (4 people), and "policy development" (4 people), etc.
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5.5.3 Definitions of occupational health nursin g and the occupational health nurse
Respondents were asked: "What is your definition of occupational health nursing?". The
distribution of responses is given in Tthle 5.19.
Table 5.19 Distribution of the definition of OH nursing.
Definition of OH nursing	 Number	 Percent
a) The application of nursing principles conserving the health of 	 141	 58.0
workers in all occupations. It involves prevention, recognition, and
treatment of illness and injuiy and requires special skills and
knowledge in the fields of health education and counselling,
environmental health, rehabilitation, and human relations.
b) Contributing to the promotion of a high degree of physical and 	 65	 26.7
mental health and well-being of people at work, assisting with the
prevention of illness and inju?y due to the work undertaken or the
working environment, and providing immediate treatment for illness
or injury arising at work.
c) The speciality that applies professional nursing principles in	 21	 8.6
developing and cony ing out a nursing service tailored to the
changing environment of the specific company as well the needs of
its employees.
d) The application of nursing practice and public health procedures 	 5	 2.1
for the purpose of conserving, promoting and restoring the health of
individuals and groups through their places of employment.
Other definitions.	 11	 4.5
Total number	 243	 100.0
Respondents were given the source of main defmitions. They are as follows:
a) Definition of the AAOHN.
b) Definition of the ANA.
c) Definition of the RCN.
d) Definition of the ILO.
As can be seen from Tthle 5.19; the main definition of OH nursing chosen was "the application
of nursing principles conserving the health of workers in all occupations. It involves prevention,
recognition, and treatment of illness and injury and requires special skills and knowledge in the
fields of health education and counselling, environmental health, rehabilitation, and human
relations" (58.0%).
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Respondents were asked: "How would you defme the occupational health nurse?". The distribution
of responses is given in Tca5le 5.20.




a) The occupational health nurse perceives the worker as a total 	 108	 46.0
individual, treats his or her response to potential and/or existing
adverse conditions, and considers the implications that this response
may have on the individual , family, social, cultural and economic
life.
b) A registered professional nurse employed by business, industiy, 	 58	 24.7
or an organisation for the purpose of conser.'ing, protecting, or
restoring the health of workers.
c) A registered nurse who gives nursing service under general 	 52	 22.1
medical direction to ill or injured employees or other persons who
become ill or suffer an accident on the premises of afactoiy or
other establishment. Duties involve a combination of the following:
giving first-aid to the ill or injured, aitending to subsequent
dressings of employees' injuries, keeping records of patients treated;
preparing accident reports for compensation or evaluations of
applicants and employees; and planning and canying out programs
involving health education, accident prevention, evaluation of plant
environment, or other activities affecting the health, welfare, and
safety of all personnel.
Other definitions.	 17	 7.2
Total number	 235	 100.0
Statement source from
a) Definition of the ICOH-NC.
b) Definition of the AAOHN.
c) Definition of the USDL.
As can be seen from Td'le 5.20; the main definition of OH nurse chosen was "the OH nurse
perceives the workers as a total individual, treats his or her response to potential andlor existing
adverse conditions, and considers the implications that this response may have on the individual's
family, social, cultural and economic life" (46.0%).
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5.5.4 Ideal characteristics of the occuDational health nurse
Respondents were asked: "Which of the following characteristics do you believe the effective
occupational health nurse should possess?". The distribution of responses is given in Table 5.21.
Table 5.21 Distribution of the characteristics of OH nurses.
Characteristics of an effective oH nurse" 	 Number	 Percent
Good communication skills	 181	 74.2
Well developed, effective inter-personal skills	 151	 61.9
An enquinng and challengmg mind	 101	 41.4
A sense of humour	 87	 35.7
Independence	 86	 35.2
Good basic nursing skills	 84	 344
Good management skills	 82	 33 6
Empathy	 75	 30.7
Efficiency	 70	 28.7
Good skills in written and oral presentation 	 68	 27.9






Other characteristics	 3	 1 2
Total number	 244	 100.0
a Choosing the five most important characteristics.
The specific ideal characteristics of the OH nurse have been identified in this study, in order of
priority as: "good communication skills" (74.2%), "well developed, effective inter-personal skills"
(61.9%), and "an enquiring and challenging mind" (41.4%). (Table 5.21)
5.5.5 Differences between occunational health nursinz and enerc nursing
Respondents were asked: "Do you think that occupational health nursing is a specialty which
differs from generic nursing?", and "If yes, what elements contribute to this difference?". The
distribution of responses is given in Table 5.22.
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Table 5.22 Distnbution of the differences between OH nursing and genenc nursing
OH nursing is a specialty	 Number	 Percent
Yes	 240	 98 8
No	 3	 1.2
Total number	 243	 1000
Elements contiibutln to the diffeince
Working with healthy people .	 197	 82 1
Working in the employees' workplace 	 190	 79.2
Preventing diseases and injuries
A preventative and health promoting specialty
Part of a more multi-disciplinary team
Relative isolation from the main stream of nursing & other
health professionals







Other elements	 84	 35 0
Subtotal number	 240	 1000
As can be seen from Table 5.22; 99% of OH nurses indicated that there was a difference between
OH nursing and generic nursing. The findings of this study have highlighted a number of elements
that contribute to the speciality of OH nursing as distinct from generic nursing. In order of priority
these are: "working with healthy people" (82.1%), "working in the employees' workplace"
(79.2%), "preventing disease and injury" (73.8%), "a preventative and health promoting specialty"
(72.5%), and "being part of a more multi-disciplinary team" (70.8%). Among the differences
between OH nursing and generic nursing included in "others" was: "OH nurses tend to be
individual practitioners or work alone or do more independent work" (32 people), "close
relationship with employees due to many years contact" (12 people), "the recognition and
prevention of ill health due to potentially adverse factors within the workplace" (10 people),
"involves a wide knowledge on the part of the OH nurse concerning many different industries"
(10 people), "excellent communication skills" (10 people), "more responsibility" (9 people),
"acting independently of a doctor" (7 people), "in industry, top priority is production" (6 people),
"more management skills" (6 people), "keep up to date with legislation" (6 people), "ability to
make decisions" (5 people), and "it is concerned with the needs of the employing business" (4
people), etc.
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5.5.6 Unique features of occunational health nursing
Respondents were asked: "Which of the following do you feel are unique qualities of occupational
health nursing?" The distribution of responses is given in Tdile 5.23.
Table 5.23 Distribution of the unique qualities of OH nursmg.
Unique qualities of OH nursing'	 Number	 Percent
Preventing ill health and injuiy in the workplace	 195	 79.9
Promoting health in the workplace and community 	 171	 70.1
Providing health surveillance and maintenance of health 	 156	 63.9
Improving working conditions
Possessing a wide and varied knowledge base
Having the opportunity to establish a long term relationship
with a population and providing continuity of care
Having the ability to directly influence decision makers
Providmg health care in an environment dedicated to
production & profit









Total number	 244	 1000
Choosing the five most important qualities.
The following features are those which have been identified by the respondents of this study as
the unique aspects of OH nursing in order of distribution: "preventing ill health and injury in the
workplace" (79.9%), "promoting health in the workplace and community" (70.1%), "providing
health surveillance and maintenance of health" (63.9%), and "improving working conditions"
(5 8.6%). (Td'le 5.23) Among the unique qualities of OH nursing included in "others" was: "more
independent work" (14 people), "relationship with both management and employee" (10 people),
"unique relationship with workers - viewed as colleague/client, rather than patient" (9 people), and
"arbitrator between unions and management" (4 people), etc.
The study of Conrad et aL (1985) identified important differences between OH nurses' and hospital
nurses' satisfaction. Compensation (pay), creativity and independence were found to be particularly
important qualities related to OH nursing, in contrast to hospital nursing. This significant


















































RESULTS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 149
5.6 Working envimnment
5.6.1 Type of business and number of employees
OH nurses were asked which of the following type of organisation they were presently involved
in and "Approximately how many employees is your occupational health department responsible
for?". The distribution of responses is given in Td'le 5.24.
Table 5.24 Distribution of the type of organisation presently involved in and number of employees.
Where OH nurses work
Type of omanisation
Agriculture, hunting, forestry & fishing
Mining and quarrying
Manufacturing: Food products
Manufacturing: Beverages & tobacco products
Manufacturing Textiles & textile products
Manufacturing: Wearing apparel
Manufacturing: Leather & leather products
Manufacturing: Wood & wood products
Manufacturing Papers & publishing
Manufacturing: Chemicals
Manufacturing: Chemical products
Manufacturing: Coke, petroleum products, nuclear fuel
Manufacturing: Rubber products
Manufacturing: Plastic products
Manufacturing: Non-metallic mineral products
Manufacturing: Basic metals
Manufacturing: Metal products
Manufacturing: Machinery & equipment
Manufacturing: Electrical equipment
Manufacturing Transport equipment
Manufacturing: Precision & optical equipment
Manufacturing: Not specified
Electricity, gas & water supply
Construction
Commerce
Transport, storage & communication
Banking, insurance, estate, renting, business activities







1,000 - 4,999	 83	 37.9
^5,000	 44	 20.1
Total number	 244	 1000
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As can be seen from Tthle 5.24; the three main business types were "chemical products" (11.9%),
"manufacturing not specified" (11.9°!.), and "food industry" (11.1%). Over half (58%) of the
sample said they worked in companies employing over 1,000.
5.6.2 Th importance of the occupational health department
Respondents were asked: "What importance do you feel is attached to your department by the
organisation?". The distribution of responses is given in Td'le 5.25.
Table 5.25 Distribution of the importance of the OH department according to employer.
Importance of the OH department	 Number	 Percent
Essential but not the highest pnonty 	 177	 74.7
Low priority and not very essential	 33	 13.9
Totally essential	 26	 11.0
Not essential	 1	 0.4
Total number	 237	 100.0
As can be seen from Tdile 5.25; the importance of the OH department was most commonly seen
to be essential but not the highest priority (74.7°!.). Only 11% of respondents thought that the OH
department was totally essential. Interestingly, there are differences between these fmdings and
those of an American study. Levinsohn (1984) investigated how OH nurses perceived the
importance of OH services, and found that: 45% believed OH services were moderately important
to their employers, while 3 7.4% believed their services were highly important. Therefore, a higher
proportion of nurses in America (26.4%) appear to value their contribution more than do nurses
in the UK.
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5 6.3 The occuDational health policy
Respondents were asked: "Do you have an occupational health policy in your organisation?", and
"What components are included in the occupational health policy for your organisation?". The
distribution of responses is given in Td,le 5.26.
Table 5.26 Distribution of the OH policy.
OH policy	 Number	 Percent
Yes	 159	 67.7
No	 76	 32.3
Total number	 235	 1000
Component
Administration procedures	 132	 83.0
Job descriptions	 117	 73.6
Protocols appropriate to cover emergency situations 	 105	 66.0
Personnel policies 	 95	 59.7
Ethical/legal aspects of practice 	 84	 52.8
Health and environment relationships 	 85	 53.5
Philosophy/Mission statement	 88	 55.3
Organisational chart / Company description 	 83	 52.2
Goals and specific measurable objectives	 81	 50 9
Scope of health services organisation, staffmg, and program	 75	 47.2
Interrelationships with community 	 58	 36.5
Other components	 6	 3.8
Subtotal number	 159	 100.0
As can be seen from Tthle 5.26; 67% of the OH nurses indicated that they had an OH policy. The
four main components of OH policies were found to be "administration procedures" (83.0%), "job
descriptions" (73.6%), "protocols appropriate to cover emergency situations' (66.0%), and
"personnel policies" (59.7%).
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5 6 4 The occupational health nursin g policy
Respondents were asked: "Is there a policy for nurses employed in your organisation?", and
"Which of the following components are included in the policies for nurses employed in your
organisation?". The distribution of responses is given in Table 5.27.
Table 5.27 Distribution of the OH nursing policy.
Policy for nurses employed	 Number	 Percent
Yes	 142	 58.2
No	 102	 41.8
Total number	 244	 100 0
Component
Written job descriptions for each level of staff 	 127	 89.4
Written professional and para-professional staff requirements 	 96	 67.6
including functions, credentials and skills
Budgets for the nursing component as well as the overall OH	 78	 54.9
program
Written policies regarding staff meetings, staff and professional 	 44	 31.0
development opportunities, access to and use of consultants, and
mechanisms for personal evaluations
Clearly delineated staffing patterns 	 40	 28.2
Other components 	 7	 4 9
Subtotal number	 142	 100.0
As can be seen from Table 5.27; 58% of the OH nurses indicated that they had an OH nursing
policy. The three main OH nursing policy components were found to be "written job descriptions
for each level of staff" (89.4%), "written professional and para-professional staff requirements
including functions, credentials and skills" (67.6%), and "budgets for the nursing component as
well as the overall OH program" (54.9%).
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5.6.5 EQuipment and facilities used in the occu pational health department
Respondents were asked: "What equipment and facilities are there in your department?". The
distribution of responses is given in Tthle 5.28.
Table 5.28 Distribution of the ecpiipment and facilities used in OH departments.
Equipment and facilities	 •	 Number	 Percent
Office(s) for nurse(s)	 217	 93.9
Toilet/Shower	 202	 87.4




Separate treatment room(s) 	 180	 77 9
Rest area with bed	 177	 76.6




Equipment and facilities for audiometric test 	 141	 61.0
Private area for health education 	 132	 57.1
Library space (current references, journals, literature) 	 118	 51.1
Staff changing room	 86	 37.4
Conference area	 41	 17.7
Physiotherapy room	 32	 13.9




Equipment and facilities for X .ray radiography	 14	 6.1
Other equipment and facilities 	 51	 22.1
Total number	 231	 100.0
As can be seen from Tthle 5.28; the ten most popular equipment and facilities used in OH
departments were found to be "office(s) for nurse(s)" (93.9%), "toilet and shower" (87.4%),
"equipment and facilities for vision test" (85.7%), "waiting room" (84.0%), "separate treatment
room" (77.9%), "rest area with bed" (76.6%), "office(s) for doctor(s)" (76.2%), "storage room"
(62.8%), "equipment and facilities for audiometric test" (610%), and "a pnvatc area for health
education" (57.1%). Among the equipment and facilities used in OH departments included in
"others" was: Nequipment and facilities for lung function test" (15 people), "ECG" (8 people),
"computing equipment" (5 people), "first-aid room" (5 people), "secretary's office" (4 people), and
"blood test machine" (3 people), etc.
RESULTS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 154
5.7 Occupational health id safety team
5.7.1 Professional relationshi ps within the occupational health department
Respondents were asked: "Which of the following words best describes professional relationships
within your department?". The distribution of responses is given in Table 5.29.
Table 5.29 Distribution of the professional relationships within OH departments.
Professional relationship within OH department 	 Number	 Percent
Co-operative	 97	 41 8





Unprofessional	 2	 0 9
Disorganised	 2	 0.9
Other descriptions	 3	 1.3
Total number	 232	 100.0
As can be seen from Table 5.29; the two most commonly found main professional relationships
within OH departments were to be "co-operative" (41.8%), and "professional" (34.9%). 4 (1.8%)
respondents described their relationship as unprofessional or disorganised.
5.7.2 The occupational health team members
Respondents were asked: "Within your occupational health team, with which members do you
have the most contact?". The distribution of responses is given in Table 5.30.
Table 5.30 Distribution of the OH and safety team members who are most frequently contacted by OH
nurses.
Most frequently contacted team member°	 Number	 Percent
Medical officers	 199	 84.7
Nursing colleagues	 141
	 600
Safety officers 	 116	 494
Managers	 104	 443
Medical centre attendants 	 30	 12 8
Industrial hygienists	 20	 85
Other members	 42	 17.9
Total number	 235	 100.0
Choosing the three most frequently contacted team members.
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As can be seen from Table 5.30; the four OH and safety team members who are most commonly
contacted by OH nurses were found to be "medical officers" (84.7%), "nursing colleagues"
(60.0%), "safety officers" (49.4%), and "managers" (44.3%). Among the OH and safety team
members who are most frequently contacted by OH nurses included in 'others" was: "secretary"
(16 people), "physiotherapist" (7 people), "administration staff" (6 people), "first-aider" (5 people),
and "medical programme coordinator" (5 people), etc.
5.7.3 Relationships with team members
Respondents were asked: "Which of the following words best describes professional relationships
within your department?" The distribution of responses is given in Table 5.31. Scores of between
1 and 4 were assigned to the various relationships with team members, with the higher the score,
the greater the positive relationship of the respondents.
Table 5.31 Distribution of the relationships with team members.
Business
Relationship with team member	 Poor	 -like	 Professional Cooperative Average
Percent	 Percent	 Percent	 Percent	 score
Nursing colleagues	 0.7	 0.0	 29 2	 70.1	 3.7
Medical centre attendants	 0.0	 6.7	 26 7	 66.7	 3 6
Medical officers	 3.6	 0.5	 41.3
	 54.6	 3.5
Industrial hygienists	 0.0	 5.0	 40.0
	 55.0	 35
Safety officers	 5.4	 8.0	 21.4
	 65.2	 3.5
Managers	 6.0	 19.0	 19.0	 56.0	 3 3
As can be seen from Table 5.31; the best relationships with team members were enjoyed with
"nursing colleagues" (99.3% professional or co-operation), and "medical centre attendants" (93.4%
professional or co-operation). The poor relationships with the team members were with the
"manager" (6.0%), and "safety officers" (5.4%).
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5.8 Changes and influencing f.ton for occupational health nursing
5.8.1 Current chan ges in occupational health nursing
Respondents were asked: "In your opinion, is occupational health nursing changing at present?",
and "In what way is it changing?". The distribution of responses is given in Table 5.32.




Total number	 243	 100.0
Souive of chan2e
The trend toward prevention and early detection instead of treatment
	 166	 70.0
of injury and primary care
Changes in OH nursing education 	 119	 50.2




Developing as a specialty	 87	 36.7
Increasing role	 73	 30.8
Political/Social change	 57	 24.1
Other changes	 58	 24.5
Subtotal number	 237	 100.0
As can be seen from Table 5.32; 98% of the sample indicated that there were changes in the field
of OH nursing. The four main sources of change were found to be "the trend toward prevention
and early detection instead of treatment of injury and primaiy care (70.0%), changes in OH
nursing education" (50.2%), "changes in consumers understanding and requirements of OH
nursing" (46.8%), and "economic and financial change" (40.O%). Among the sources of change
included in "others" was: "new legislation to conform to EEC/COHSS (26 people), "changing in
its perceived need by raising its profile" (5 people), "greater awareness of health education by
employees" (4 people), "cost efficiency/effectiveness" (4 people), "OH nurses becoming less
practical and more theoretical" (3 people), and "younger nurses interested in OH nursing" (3
people), etc.
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5.8.2 Factors influencin g change
Respondents were asked: "Which factors are currently influencing these changes?". The
distribution of responses is given in Table 5.33.
Table 5.33 Distribution of the influencing factors in OH nursing.
Influencing factors	 Number	 Percent
Better awareness of health and environment	 225	 94.1
EEC/UK legislation 	 224	 93.7
Cost effectiveness of disease prevention and early detection 	 212	 88 7
Economic/Financial situation	 198	 82.8
Working processeslrechnology changes 	 197	 82.4
Developments in industry	 187	 78.2
OH nursing education/certification 	 179	 74.9
Cost-benefit analyses 	 152	 63.6
Politics/Social policy	 129	 54.0
Computerisation	 124	 51.9




Developing roles of other nursing practitioners	 109	 45.6
Interdisciplinaiy competItion	 63	 26.4
Other influencing factors 	 16	 6.7
Total number	 239	 100.0
As can be seen from Table 5.33; the eight main influencing factors were found to be 'better
awareness of health and environment" (94.1%), "EEC or UK legislation" (93.7%), "cost
effectiveness of disease prevention and early detection" (88.7%), "economic and financial
situation" (82.8%), "working processes and technology changes" (82.4%), "developments in
industry" (78.2%), "OH nursing education and certification" (74.9%), and "cost-benefit analyses"
(63.6%). Among the influencing factors included in "others" was: "raising profile of OH nurses"
(5 people), and "higber education" (5 people), etc.
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5.8 3 Main issues and Droblems in occupational health nursing
Respondents were asked: "Which main issues and problems is occupational health nursing facing
at present?". The distribution of responses is given in Table 5.34.
Table 5.34 Distribution of the main issues and problems of OH nurses.
Main issues and problems	 .	 Number	 Percent
Economic recession causing cutbacks m staff and trammg 	 162	 66 7
Lack of understanding of our professional and unique role in the	 143	 588
multidisciplinary team from manager and others
Lack of knowledge of what OH nursing can provide in protecting	 135	 556
the health and safet of worker
Lack of legislation supporting the promotion of OH in the
workplace
Lack of understanding of roles by colleagues and managers
Poor communication
Lack of recognized qualifications






Other main issues and problems	 31	 12 8
Total number	 243	 100.0
As can be seen from Table 5.34; the four main issues and problems were found to be the
"economic recession causing cutbacks in staff and training" (66.7%), "lack of understanding of
our professional and unique role in the multidisciplinary team from manager and others" (58.8%),
"lack of knowledge of what OH nursing can provide in protecting the health and safety of worker"
(55.6%), and "lack of legislation supporting the promotion of OH in the workplace" (54.7%).
Among the main issues and problems included in "others" was: "inadequate support/representation
from the RCN" (4 people), "lack of higher qualified OH nurses" (4 people), "keeping up to date
with the laws and legislations" (3 people), "OH nursing has a low profile" (3 people), and "apathy
on part of OH nurses" (3 people), etc.
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5.8.4 Problems and barriers of occupational health nurses
Respondents were asked: "What problems and/or barners, if any, do you feel affect the wa y you
are able to carry out your role?". The distribution of responses is given in Table 5.35.
Table 5.35 Distribution of the problems or barriers of OH nurses.
Main issues and problems	 Number	 Percent
Lack of understanding of OH in general 	 105	 46.2
Time constraints	 100	 44.1
Misunderstanding by employers	 18	 7.9
Misunderstanding by employees	 4	 1.8
Other problems and bamers	 68	 30.0
Total number	 227	 100.0
As can be seen from Table 5.35; the two main problems and barriers were found to be "lack of
understanding of OH in general" (46.2%), "time constraints" (44.1%). Among the problems or
barners included in "others" was: "lack of support facilities (e.g. computerisation, secretarial
assistance, human resources) and staff" (15 people), "lack of money" (14 people),
"misunderstanding by managers" (9 people), "employees geographically spread out" (7 people),
and "lack of management support" (7 people), etc.
5.8 5 Relationships with community colleagues
Respondents were asked: "What relationship, if any, exists between your role as an occupational
health nurse and that of your colleagues in the community?". The distribution of responses is
given in Table 5.36.
Table 5.36 Distribution of the relationship between community health nursing and OH nursing.
Relationship with the role of commumty health nurses	 Number	 Percent
None	 19	 11.7
Very little	 45	 27.8
Some contact	 29	 17.9
Quite strong	 38	 23.5
Verystrong	 30	 185
Total number	 162	 1000
As can be seen from Table 5.36; the number of negative relationships perceived (none, very little)
(39.5%) was similar to that of positive relationships (quite strong, very strong) (42.0%).
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5.9 Occupational health nurses' future piufessional development
5.9.1 Future concerns for occupational health nursing
Respondents were asked: "What else do you feel the future holds for occupational health
nursing?". The distribution of responses is given in Table 5.37.
Table 5.37 Distribution of the future concerns for OH nursing.
Future concerns for OH nursing	 Number	 Percent
A constant challenge	 57	 23 5
A need to be realistic - the world of the OH nurse is far from safe 	 80	 32.9
and secure
A recognition that OH nurses are good value and an increased use of 	 85	 35.0
their skills in industry and commerce
An increase in the standard of preparation and training received by 	 11	 4.5
OH nurses
A positive and successful future	 10	 4 1
Other future concerns 	 48	 19 8
Total number	 243	 100 0
As can be seen from Table 5.37; the two main future concerns identified were "the need for
recognition that OH nurses are good value and for an increased use of their skills in industiy and
commerce" (35.0%), and "the need to be realistic - the world of the OH nurse is far from safe and
secure" (32.9%). Among the future concerns for OH nursing included in "others" was: "European
Economic Community legislation can give OH nursing a higher profile" (7 people), "the recession
is having a negative effect on OH nursing" (6 people), "need to promote a professional image"
(6 people), "have to prove OH nurses' worth to management" (4 people), "new legislation to make
OH nursing compulsory in some factories" (4 people), and "more preventive role than treatment
role" (3 people), etc.
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5.9.2 Further academical professional Qualifications of occupational health nurses
Respondents were asked: "Would you be interested in obtaining any further academical
professional qualifications?", and "If yes, which ones would you like to obtain?". The distribution
of responses is given in Tthle 5.38.
Table 5.38. Distribution of the further academical professional qualification of OH nurses.
Future professional qualification	 Number	 Percent
Yes	 151	 662
No	 77	 33.8
Total number	 228	 100.0
Diploma in OH nursmg	 34	 20.4
BSc in nursing or OH nursing	 27	 16.2
Diploma in OH	 26	 15.5
Certificate in OH nursing	 14	 8.4
Diploma in counselling	 10	 6.0




Conversion to RGN	 6	 3.6







Diploma in safety	 4	 2.4
Diploma in management	 4	 2.4
PhDinnursing	 3	 1.8
Certificate in professional management 	 3	 1.8
Health visiting	 2	 1.2
PhD1nOH	 2	 1.2
MBA	 2	 1.2
First-aid at work instruction certificate	 2	 1 2
Higher National Certificate	 1	 0 6
OH nurse practitioner 	 1	 06
Degree in health education	 1	 0.6
BSc in education	 1	 0.6
Diploma in health education	 1	 0.6
BScinOH	 1	 0.6
MSc in psychology	 1	 0.6
Practice nurse course (ENB) 	 1	 0.6
Stress management	 1	 0.6
RSA (certificate) in counselling 	 1	 0.6
Higher teaching certificate 	 1	 06
Subtotal number	 167	 100.0
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As can be seen from Td,le 5.38; the five main future professional qualifications were "diploma
in OH nursing" (20.4%), "BSc in nursing or OH nursing" (16.2%), "diploma in OH" (15.5%),
"certificate in OH nursing" (8.4%), and "diploma in counselling" (6.0%).
5.9.3 Future career olans of occunational health nurses
Respondents were asked: "Where do you see yourself professionally in the next five and ten
years?". The distribution of responses is given in Td,le £39.
Table 5.39. Distribution of the future plans in the next five and ten years of OH nurses.
Future plan	 Five years	 Ten years
Number	 Percent	 Number	 Percent
Higher position	 33	 13.4	 21	 13.3
Consultant in OH management 	 6	 2 4	 14	 8.9
Become a manager	 16	 6.5	 8	 5.1
Higher education	 38	 15.5	 7	 4.4
Become a lecturer	 2	 0 8	 7	 4 4
Be a full-time OH nurse in industiy 	 1	 0.4	 2	 1.3
Improving OH service offered to company 	 8	 3.3	 1	 0 6
and employee
Setting up own consultation service	 4	 1.6	 1	 0.6
Gain experience in health education, 	 3	 1.2	 -	 -
health promotion and counselling
Research	 1	 0 4	 -	 -
Writing a book	 1	 0 4	 -	 -
Retired	 31	 12.6	 47	 29.8
Don't know	 13	 5.3	 18	 11.4
The same situation	 68	 27.7	 17	 10.8
Semi-retirement	 3	 1.2	 3	 1.9
The same situation but less hours 	 3	 1.2	 -	 -
Change ajob	 13	 5.3	 10	 6.3
Working in the community	 1	 0.4	 1	 06
Redundant	 1	 04	 1	 06
Total number	 246	 100.0	 158	 1000
As can be seen from Tthle 5.39; the four main future plans in the next five years were "the same
situation" (27.7%), "higher education" (15.5%), "higher position" (13.4%), and "retired" (12.6%).
The four main future plans in the next ten years were "retired" (29 8%), "higher position" (13.3%),
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5.10 Educational and preparative requirements for occupational health nurses
5.10.1 The education and preparation for occupational health nurses
Respondents were asked: "Which type of education and preparation do you feel occupational
health nurses need?". The distribution of responses is given in Table 5.40.
Table S.40 Distribution of the education and preparation needs for OH nurses.
Education and preparation'	 Number	 Percent
Health promotion knowledge and skills 	 184	 75 4
Diploma or certification in OH nursing 	 150	 61.5
Interaction skills	 148	 60.7
General nurse training and education and post-registration OH nurse
course
Management skills
A RGN qualification with 2 or 3 years post-registration work on the
ward and community
A good general education, e.g. Biology, Chemistry, Physics
Knowledge of the community
Good basic training
Natural, behavioural and social science
Introduction to OH by modules
Curative and rehabilitative nursing skills
Bachelor of science / Other degree
Diploma in nursing	 6	 2.5
Other education and preparation 	 3	 1.2
Total number	 239	 100.0
'Choosing the five most important issues
As can be seen from Table 5.40; the five main education and preparation needs were found to be
"health promotion knowledge and skills" (75.4%), "diploma or certification in OH nursing"
(6 1.5%), "interaction skills" (60.7%), "general nurse training and education and post-registration
OH nurse course" (59.0%), and "a RUN qualification with 2 or 3 years post-registration work on
the ward and community" (45.1%).
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5.10.2 The areas of continuing education for occupational health nurses
Respondents were asked: "Which continuing education areas do you feel are most important?".
The distribution of responses is given in Td,le 5.41 and Tthle 5.42.
Table 5.41 Distribution of the twenty most important continuing education areas for OH nurses.
Importance of continwng education 	 Number	 Percent
Of some important	 18	 7.5
Most important	 223	 92.5
Total number	 241	 100.0
Continuing education aru a
Occupational disease	 168	 69.1
Accident prevention 	 145	 59.7
Ergonomics	 144	 59.3
Counselling	 144	 59.3
General health education	 140	 57.6
General Health assessment 	 137	 56.4
Stress reduction	 128	 52 7
Environmental monitonng 	 127	 52.3
Alcohol and drug abuse 	 121	 49.8
Accident and emergency	 118	 48.6
Health at work	 113	 46.5
Health and safety law	 112	 46.1
Lifting and back care	 110	 45.3
Influencing skills 	 106	 43.6
Healthy life styles	 95	 39 1
EEC legislation	 90	 37.0
Further and higher education 	 86	 35.4
Health of the population	 78	 32.1
Absence and ill health	 77	 31.7
Smoking cessation	 74	 30.5
Techniques in teaching	 74	 30.5
Total number	 243	 100.0
• Choosmg the twenty most important areas
As can be seen from Td,le 5.41; 93% of the sample indicated that continuing education is most
important. The ten most important continuing education areas were found to be "occupational
disease" (69.1%), "accident prevention" (59.7%), "ergonomics" (59 3%), "counselling" (59.3%),
"general health education" (57.6%), "general health assessment" (56.4%), "stress reduction"
(52.7%), "environmental monitoring" (52.3%), "alcohol and drug abuse" (49.8%), and "accident
and emergency" (48.6%).
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Project 2000	 12	 4.9
Advanced nursing practice	 12	 4.9
Teaching management	 12	 4.9
Radiation	 .	 11	 4.5
Higher teaching certification 	 10	 4.1
Committee work	 9	 3.7
Fire safety	 9	 3.7
Vibration	 7	 2.8




Family therapy	 5	 2.1
Youth worker	 5	 2.1
Family planning	 5	 2.1
Accountancy	 3	 1.2
Heat and cold	 2	 0 8
Staff reporting	 1	 0.4
Plastic surgery	 1	 0 4
Neurology	 0	 0.0
Micro-electronics	 0	 0.0
Total number	 243	 100.0
As can be seen from Tthle 5.42; the ten least iniportant continuing education areas were found
to be "micro-electronics" (0.0%), "neurology" (O.0%), "plastic surgeiy" (0.4%), "staff reporting"
(0.4%), "heat and cold" (0.8%), "accountancy" (OJ%), "family planning" (1.2%), "youth worker"
(2.1%), "family therapy" (2.1%), "solvent abuse" (2.5%), and "asbestos" (2.5%).
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5.10 3 The special training for occupational health nurses
Respondents were asked: "Which special training areas in occupational health nursing do you feel
are necessary for practice?". The distribution of responses is given in Table 5.43.
Table 5.43 Distribution of the special training areas which are necessary to OH nursing practice.
Special training areas' 	 Number	 Percent
The work environment 	 197	 81.1
Health surveillance for specific exposures	 183	 75.3
Ergonomics	 163	 67 1
Technical health screening skills	 137	 56.4
Occupational medicine	 120	 49.4
New technology	 116	 47.7
Occupational hygiene	 93	 38.3
Toxicology	 89	 36.6
Social skills	 74	 30.5
Chemical processes	 32	 13.2
Other special training areas	 34	 14 0
Total number	 243	 100.0
'Choosing the five most important areas
As can be seen from Table 5.43; the five main special training areas which are necessary to OH
nursing practice were found to be "the work environment (81.8%), health surveillance for specific
exposures" (76.0%), "ergonomics" (67.7%), "technical health screening skills" (56.9%), and
"occupational medicine" (49.8%). Among the special training areas which are necessary to OH
nursing practice included in "others" was: "counselling skills" (11 people), "management skills"
(10 people), "teaching skills" (8 people), "first-aid" (6 people), "communication skills" (4 people),
"presentation skills" (4 people), and "legislation" (4 people), etc. Some respondents showed more
than one area in other special training.
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5.11 A model for occupational health nursing
5 11.1 Reasons for need a model for occupational health nursing
Respondents were asked: "Do you think thai occupational health nursing need a model to guide
its practice?", and "If yes, please give your reason". The distribution of responses is given in Td,le
5.44.
Table 5.44 Distribution of the reasons for needing a model to guide OFT nursing practice.




Total number	 244	 100.0
Reasons for needine an OH nuisin2 model
Basic guide/Framework	 26	 27.7
Standardisation/System approach
	 16	 170
Specialist different from general nursing 	 8
	 85
Let employers perceive the OH nurse's work
	 8
	 85
To set goal/Ideal goal or direction	 7
	 7.4








To develop the practice 	 1
	
11






Subtotal number	 94	 100 0
As can be seen from Tthle 5.44; 39% of the OH nurses indicated that they need a model to guide
its practice. The five main reasons for choosing a model were found to be "to provide a basic
guide or framework" (27.7%), "standardisation or system approach" (17.0%), "specialist different
from general nursing" (8.5%), "let employers perceive the OH nurse's work" (8.5%), and "to set
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5.11.2 Reasons for choosin g a specific model for occuuational health nursing
Respondents were asked: "Which model do you feel is the most appropriate?", and "If you select
a model, please give the reason for your choice". The distribution of responses is given in Table
5.45 and Table 5.46.
Table 5.45 Distribution of the models chosen to guide OH nursing practice.
Models	 Number	 Percent
Hanasaari model 	 34	 36.2
Orem's model	 14	 14.9
Wilikinson windmill model	 1	 1.1
Other model 	 1	 1.1
Blank	 44	 46.8
Subtotal number	 94	 100.0
Table 5.46 Distnbution of the reasons for choice of model to guide OH nursing practice.
Models	 Hanasaari	 Orem	 Willkinson	 Other
Reason for choosine a model
Fit for OH field	 7 (20.6) '	 2 (14.3)
Holistic approach
Promotion of self-care for worker
Very complete
Person and environment as a whole
Giving more scope to OH
Unfamiliar with the others
Basic guidance
Most appropriate and designed by OH
nursing
Support educative role	 -	 1 (7.1)	 -	 -
Blank	 14 (41 2)	 3 (21.4)	 -	 1 (100.0)
Subtotal number	 34 (100.0)	 14 (100.0)	 1 (1000)	 1 (1000)
( ) is percentage.
Table 5.45 showed that 36% of the OH nurses indicated that they chose the Hanasaari model. As
can be seen form Table 5.46; 50 out of 94 respondents identified a model for OH nursing practice,
but just 32 respondents gave reasons for choosing the model. The three main reasons for choosing
the Hanasaari model were found to be "fit for OH field" (20.6%), "holistic approach" (14.7%), and
"veiy complete" (8.8%). The two main reasons for choosing the Orem's model were found to be
"promotion of self-care for worker" (35.7%), and "fit for OH field" (14.3%). Some respondents
showed more than one reason.
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5.12 Fne opinions of occupational health nu.es
5.12.1 Introduction
Respondents were given the opportunity to comment on OH nursing, using a free fonnat, after
completing the other items of the questionnaire. The following Td'1e 5.47 categorises the views
of OH nurses into positive, neutral or negative with regard to OH nursing.
Table 5.47 OH nurses' general views of OH nursing.
OH nurses' survey questionnaire respondents free
Topic	 comments in the final page	 Total
Positive	 Neutral	 Negative
OH nurses' perceptions and	 25	 7	 17	 49
beliefs
OH nursing education	 6	 6	 8	 20
OH nursing practice 	 4	 8	 4	 16
Economic issues	 I	 1	 11	 13
Working environment 	 4	 2	 5	 11
OH nursing professional issues	 -	 6	 2	 8
Policy and legislation 	 -	 2	 2	 4
Other nurse practitioners 	 -	 -	 3	 3
competition
OH and safety team	 1	 1	 2	 4
Other	 -	 1	 -	 1
Total	 41	 34	 54	 129
As can be seen from Tthle 5.47; a total of 129 responses were written down concerning opinions
about OH nursing: these comments were from respondents who completed the long questionnaire.
In general most OH nurses believed that there was a negative future for OH nursing. Furthermore,
the comments relating to "other nurse practitioners competition" were also negative. Also, there
were no positive comments relating to OH nursing professional issues, policy or legislation.
Concerning economic issues in OH nursing, although there were some positive comments, the
overall consensus appeared to be toward negative feeling. There were mixed feelings relating to
OH nurses' perceptions and beliefs, OH nursing practice, working environment and OH nursing
education.
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5.12 2 Occupational health nurses general views of occupational health nursing
The following statements have been chosen to illustrate many of the comments made by
respondents, as they appear to be representative of the views held by OH nurses. These views
have been categoased into the three broad themes of 1) job satisfaction I dissatisfaction, 2)
positive, neutral and negative views regarding progressive practice and 3) views about the need
for education and training.
Occupational health nurses' views concerning job satisfion and dissatisfaction
1) Job dissatisfaction
"I thoroughly enjoy the OH environment, always challenging and plenty of variety..."
"I am veiy enthusiastic about occupational health. I feel qualified, experienced OH nurses have
a great deal to contribute to the working man and woman in particular."
"I also feel I work to my full potential realising my talents and abilities and not being afraid to
voice my limitations which I did not feel I could do within the NHS."
"...I do enjoy my job... Today I had a man in my dept that came in for indigestion mixture and
after many questions and 'action' is now in ITU so I guess it makes it all worth it."
2) Job dissatisfaction
"I left due to job dissatisfaction - quite apparent when I check my perceived role of OH nurse
against what I was actually doing!!!! Having lost crown immunity it is extremely important
that the NHS pull itself together: constantly struggling with lack of funds the OH despite need
a manager with good managerial skills - nurses do not usually possess these skills. Requires
good communication skills also."
Occupational health nurses' views concerning progressive practice
1) Positive
"I feel quite strongly that the term 'nurse' should be avoided and 'advisor' or practitioner used
instead. ...if there is a 'nurse' in uniform it must be difficult, I would have thought, to be seen
to offer anything other than a treatment service. However an advisor in a suit will, I suggest,
be seen as an 'equal'. Image/professionalism vision are all essential qualities of an occupational
health practitioner."
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"...it can be cost effective by keeping people at work - early detection of problems either
physical or environmental. By providing an ideal opportunity for one to one education it
enhanced the credibility of the OH nurse. It was welcomed by hospital and local UP's who
were pleased to receive specialist advice and without whose support we could not have
functioned so well. The result was veiy satisfied employees."
"In the 20 years rye been involved in OH nursing the role has changed from dispensing pills
or applying a dressing. With her main role being preventative medicine. I feel I've seen this
change..."
"I consider occupational health nursing to be a vely important and relevant nursing profession.
It has the capacity to be a veiy innovative and enlightening role and plays a vital part in the
prevention of ill health in the workplace/community."
"Occupational Health Nursing presents an ideal medium for the well motivated nurse, allowing
her the ability to extend herself to the full."
"I believe that unless occupational health nursing can get away from the traditional treatment-
based uniform wearing roles and separate from medical models and doctors often untrained in
either occupational health or management nursing departments that it will diminish as a
speciality and merely revert to being glorified first aid."
"...nursing as a profession has changed. But with this change I have found a rewarding
challenge with the turn of eveiy new scene. Seeing so many things go in and out of vogue, has
been at times a source of amusement to me."
"looking after worker at work (l6yrs - 65yrs) gives one of the best opportunities and widest
scope of caring for people and solving problems relating to their jobs - health education and
health monitoring in the workplace."
2) Neutral
"I am convinced that my perceptions of OH nursing, the job and the future are changing so
rapidly. Influences from America, the EEC and legislation are having an enormous impact.."
3) Negative
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"I perceive that the trend in larger finns seem to favour 'Occupational Health Advisors' instead
of OH nurses. Indeed many OH nurses in this capacity rarely do any basic treatments or injuries.
...but I can't help feeling that the basic nursing treatment skills are essential alongside the other
duties. Are we losing our true identity as a 'nurse'."
"It is not yet fully recognised that OH has a vital part to play in the economic viability of
industry, working towards having a healthier, happier, more productive work force. Unfortunately
nurses are still to some extent viewed as ministering angels doing their job "for the cause";
therefore denying them their rightful recognition, status and salary within industry and leading also
to them being under utilised by management."
"The service over the years has been very much a treatment onentated service and I find it
difficult to develop the service."
"Unfortunately the majority of the work force still view the role of the nurse in industry as one
to provide first aid and other treatments."
"They often have large departments and many colleagues and provide a 24 hour service. They
provide treatment and accident and emergency service as well as other Occupational Health
services. Often the employee initiates the contact by visiting the OH dept."
"sometimes I'm afraid that we have lost momentum and at this moment in time OH nursing seems
to be floundering."
Occupational health nurses views concerning the need for ediacetion sand buining
"It is difficult for any nurse trained only in a hospital environment to enter the occupational health
profession without acquiring some knowledge of occupational health. Nurses in occupational
health must develop and pursue training to be able to advise management and employees on
safety, health and legislations or they will be perceived as pills and plasters dispensers and remain
reactive rather than proactive."
"What I would like to see in OH nursing is a forceful representative body pushing for recognition
of the need for post qualification."
"Grants for maintenance and fees should be made available to both the nursing and medical
professions to enable OH education."
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"Occupational Health nursing is a continually developing area and I feel that entry to the speciality
should require at Least some community experience or at least a wide variety of experience"
"Would like to see more education (health) in the workplace. Also feel the OHNC course should
be more freely available when first starting employment not have to wait 2 years as I did. Even
better would be I weeks OH placement during training."
"It is absolutely essential for nurses to obtain OH qualifications before offering themselves for
candidates for OH jobs. Experience is essential before taking a OH job."
"The OH nursing certificate course for many years was all that was available to nurses. It does
not now meet the standard of OH education now required. The poor OH services that still exist
are almost the direct result of the untrained OH nurse and doctor."
"I feel OH nurse have a major role in the workplace. However, I can only fulfil this role by being
trained to the highest level. Although many nurses wish to drop the title nurses I do not. We
should be proud to have this title unfortunately some OH nurses feel it belittles them and they
believe management and other professional colleagues consider it to be a second class
qualification (one has taken up nursing because one is not clever enough to do other things). We
need to educate ourselves and colleagues that rightly nursing is a first choice profession equal but
different to other professions."
"Unfortunately there are too few courses available especially conversion from certificate to
Diploma."
"Occupational Health nursing should have mandatory training requirements."
Working environment
Comments concerning the working environment mainly related to issues of communication. They
were, not surprisingly, fairly well spread between positive, neutral and negative statements.
Of the positive statements the following elements of the working environment were explicitly
mentioned as important: enjoyment, challenge, support and good atmosphere.
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Interestingly, the most prevalent negative comment mentioned was about isolation. For
example one respondent stated that "Professional isolation has always been a problem with
Occupational Health Nursing...".
The only other two negative comments were concerned with the decreasing relationship with
an employer and stagnation in small units. Although only two statements were made about the
effect of working in either small or large units, it seemed that larger units may have been
viewed more positively. This was in terms of job prospects and career opportunities, whereas
smaller units may have been viewed as less enterprising - ie, stagnant.
Economic issues
Of all the topics mentioned by OH nurses it was only those relating to economic issues, where
the balance of responses was weighted so heavily towards the negative.
Only 2 of the 13 statements were not negative ones. The one positive comment dated to the
1970's: "I came to occupational Health originally because it was better pay in the 70's and I
had a husband to support...". The neutral comment discussed the issue of companies
sponsoring nurses to obtain the OHNC, where it would appear to be advantageous to work for
a larger company rather than a smaller one that is less likely to be fmancially able to fund
nurses education.
Numerous negative comments reflecting the perceived effect of the recession were apparent.
Two referred directly to the economic climate and three to the recession. For a number of
respondents, economic issues threatened their job security, value and status:
"I'm possibly regarded as an expensive luxuzy which is nonessential and therefore if budgets
have to be cut further then I can see my job either becoming part-time or redundant".
"The security of our jobs is largely dependent on the current economic climate, it is up to
nurses to make themselves invaluable to their organisation, unfortunately as it is difficult to put
a value on the job we do this is not always easy".
"In these times of recession I have been asked to take on other roles in the factozy.....In an
ideal world the nwse would not do these jobs but by doing them I have managed to keep my
job which is important to me".
RESULTS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 175
"Feel that the OH nurse role will be devalued due to recession".
Another major concern associated with economic issues is that of education and training.
Three OH nurses commented upon the difficulty of funding places on either diploma or
certificate courses, and expressed a wish for more support in obtaining grants or sponsorship.
For example, one respondent communicated that "Occupational nurses should be self motivated
enough to pursue a professional career but the backing of professional bodies and fmancial
support would make this more easily attainable".
Another nurse commented that the willingness of some nurses to pay for their own advanced
education compounds the problem, in that smaller firms take advantage of these motivated
nurses and are not encouraged to provide educational fees despite the fact that their
organisation will benefit:
"I personally have paid for all my current OH qualifications and have spoken to many other
OH nurses who have had the same problems in receiving sponsorship. Employers use this as
an excuse for not paying, especially the smaller firms. If we are to raise our profile and
continue to offer professional service then this factor must be established as a firm
foundation".
Policy and legislation
Only 4 comments were included in this category, as they specifically mentioned policy or
legislation as the main issue. However, some of the comments in the previous section about
professional issues are also related, in that some of the topics overlap. For instance, two
respondents stated that the promotion of OH via political change would increase status and
recognition, which were the very issues pertinent to the professionalism of OH nursing raised
in the previous section. Another comment suggested that information and education about
salient issues relating to legislation and policy was important.
Competition from other practitioners or professionals
Only three comments referred to perceived competition from other nurses or specialists. As
expected these were all couched in negative terms - as threats to autonomy in practice. Two
were specifically concerned with the future of Occupalionaf Health nursing and its relationship
to Community nursing:
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"Occupational Health nursing is a specialist area and as such should remain an independent
qualification not tied in with community nurses".
"I think if the proposed changes to take Occupational Health into Community care occur it will
be detrimental to the service".
One respondent commented more generally, in that: "The OH nurse needs to have a wide
knowledge and be able to perform a variety of different roles effectively (eg, ergonomist,
safety and industrial hygiene) to prevent parts of her job being taken by other specialists....".
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Chapter 6. Analysis of the Occupalional Health Nuises' Suivey
6.1 Introduction
This chapter aims to present the analytical results of the OH nurses' survey. In Section 6.2,
analysis was conducted using the Kappa statistical test, and the differences between OH nurses'
actual and ideal roles and actual and ideal functions are presented.
Analysis of the factors influencing OH nurses' actual roles and functions has been divided into five
sections as follows: personal factors, professional background, perceptions and beliefs, working
environment and OH and safety team.
6.2 Differences between occupational health nurses' pereeptions of roles and functions
6.2.1 Comparison between occupational health nurses' actual and ideal roles
A comparison of OH nurses' perceived actual and ideal roles is given in Table 6.1 and Figure 6.1.
A comparison of the degree of agreement between actual and ideal roles was carried out using a
Kappa statistical test and the results are shown in Table 6.2.
Table 6.1 and Figure 6.1 illustrates the proportions of OH nurses who perceived specified roles
as ideal and those who considered them as actual. A proportion of OH nurses reported their actual
roles to include "health surveillance", "consultant" "training" and "management" and also
considered them to be ideal roles. However, larger numbers of OH nurses perceived
"environmental surveillance", "education" and "research" roles as ideal, rather than actual, roles.
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Table 6.1 Comparison between OH nurses' actual and ideal roles.
Role 0	 Actual roles	 Ideal roles
Number	 Percent	 Number	 Percent
1. Therapeutic role	 109	 45.2	 46	 19.1
2. Emergency responsibility role	 171	 71.0	 80	 33.2
3. Health surveillance role	 188	 78.0	 212	 88.0
4. Health screening role 	 211	 87.6	 170	 70.5
5. Environmental surveillance role	 96	 39.8	 164	 68.0
6. Consultant role	 76	 31.5	 96	 39.8
7. Education role
	
159	 66.0	 200	 83.0
8. Training role
	
98	 40.7	 82	 34.0
9. Management role
	
51	 21.2	 67	 27.8
10. Research role	 10	 4.1	 68	 28.2
Total number	 241	 100.0	 241	 100.0
Choosing the five most important roles.
Figure 6.1 Comparison between OH nurses' actual and ideal roles.
Comparison between occupational health nurses' actual and ideal roles
1	 2	 3	 4	 5	 6	 7	 8	 9	 10
Role
3 Actual role [1 Ideal role
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Table 6.2 Comparison agreement of actual and ideal roles of OH nurses.
Ideal roles
	
Actual roles	 Yes	 No
Management role
	













































Yes	 7	 3	 0.1149
	
No	 61	 168
As can be seen from Tca5le 6.2, all the ideal and actual roles showed a poor to fair agreement (a
Kappa value under 040). The poorest agreement between actual and ideal roles was found with
"health screening", "training", "health surveillance" and "research". Large numbers of OH nurses
perceived the "health surveillance", surveillance", "consultant", "education",
"management" and "research" roles as ideal whereas far fewer reported these as being part ofthcir
actual role. Many respondents reported their actual role as "therapeutic", "emergency
responsibility", "health screening" and "training" but did not necessarily perceive these as being
ideal roles. These latter roles are more treatment oriented and focus more on clinical skills or
routine work. They confomi to a more traditional medical model of care where nurses play an
assisting role. These ideal roles are prevention oriented and require broad knowledge and skill and
for the nurse to play an independent or collaborative role.
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6.2.2 Com parison between occupational health nurses' actual and ideal functions
A comparison of OH nurses' actual and ideal functions is given in Tthle 6.3 and Figure 6.2. A
comparison agreement of actual and ideal functions was carried out using a Kappa statistical test
and the results are shown in Tthle 6.4.
Tthle 6.3 and Figure 6.2 illustrates the proportions of OH nurses who perceived specified
functions as ideal and those who considered them as actual. A proportion of OH nurses who
reported their actual functions to include "health supervision of the worker", "general health
surveillance", "specific health surveillance", "occupational safety", "individual counselling",
"assisting psycho-sociological problems", "first aid training for workers", "development and
maintenance of records" and "meetings and communication", also considered them to be ideal
functions. However, larger proportions of OH nurses perceived "rehabilitation and resettlement",
"assessment of exposure", "familiarisation with work environment", informing workers of health
hazards", "health education and promotion" and "co-operation with outside agencies" functions
as ideal rather than as part of their actual functions. Fewer respondents considered the "provision
of routine treatment service", "emergency treatment", "record keeping", "health screening" and
"immunisation" functions as ideal compared to them being actual functions.
As can be seen from Tthle 6.4, all of the ideal and actual functions showed a poor to fair
agreement with the exception of the "occupational safety" function. The poorest agreement
between actual and ideal function was found with "provision of a routine treatment service". Large
numbers of OH nurses perceived the "rehabilitation and resettlement", "assessment of the nature
and degree of exposure", "familiarisation with work environment", "informing workers of health
hazards", "health education and promotion", "meetings and communication" and "co-operation
with outside agencies" functions as ideal whereas far fewer reported these as actual functions.
These functions relate to protective or preventive issues, which require broad knowledge and
skills. Many reported their actual functions as "provision of a routine treatment service",
"emergency treatment for accident and illness", "record keepmg", "health screening" and
"iinmunisation" but did not necessarily perceive these as ideal functions. These functions are more
treatment oriented and focus more on clinical skills and routine work.
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Table 6.3 Comparison between the actual and ideal functions of OH nurses.
Functions a	Actual ftmctions	 Ideal functions
Number	 Percent	 Number	 Percent
1. Provision of a routme treatment service 	 142	 58.4	 35	 145
2. Rehabilitation & resettlement 	 101	 41.6	 155	 64.0
3. Emergency treatment 	 181	 74.5	 128	 52.9
4. Health supervision of worker s	148	 60.9	 158	 653
5. Assessment of exposure	 30	 12.3	 94	 38.8
6. General health surveillance	 113	 46.5	 105	 43.4
7. Specific health surveillance 	 121	 49.8	 129	 53 5
8. Record keeping	 173	 71.2	 131	 54.1
9 Health screening	 174	 71.6	 113	 46 7
10. Immuiusation	 86	 35.4	 34	 14.0
11. Familiarisation with work environment	 130	 53.5	 169	 69.8
12. Informing workers of health hazards	 83	 34.2	 138	 57.0
13. Occupational safety	 46	 18.9	 68	 28.1
14. Individual counselling	 177	 72.8	 166	 68.6
15. Assisting psycho-sociological problem 	 40	 16.5	 43	 17.8
16.Health education & promotion	 171	 70.4	 213	 88.0
17. First-aid training for workers 	 121	 49.8	 119	 49.2
18. Development & maintenance of record	 146	 60.1	 135	 55.8
19. Meetings & communication 	 126	 51.9	 142	 58.7
20. Co-operation with outside agencies	 68	 28.0	 108	 44.6
Total number	 243	 100.0	 242	 100.0
°Choosing the ten most important functions.
Figule 6.2 Comparison between the actual and ideal functions of OH nurses.
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Table 6.4 Comparison agreement of actual and ideal functions of OH nurses.
Ideal fimetiona




















































Informing workers of health haz&th 	
61	 22	 0.2164Yes
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6.2.3 Summary
Discrepancies were found with respect to both OH nurses' perceptions of actual and ideal roles
and actual and ideal functions. It would appear that OH nurses' actual roles and functions remain
treatment orientated, focusing on clinical skills in the traditional mode, whereas ideal roles and
functions were perceived as health focused and prevention orientated, requiring broad knowledge
and skills.
63 The influence of peisonal factois on actual roles and functions
6.3.1 General data
Gender
A comparison of OH nurses' actual roles and actual functions between the two gender groups was
carried out using a series of Chi-square statistical tests. The results are given in Table A 1.1 and
Table A 1.2. (Appendix Al.) No significant differences were found between the two gender groups
with respect to their actual roles. In the majority of cases there was no significant difference
between the gender groups with respect to their actual functions. Only two functions,
"inimunisation" (P=O.038) and "development and maintenance of records" (P0.007), were
statistically different between the two gender groups. The male group was found to have more
responsibility for immunisation and the female group more responsibility for development and
maintenance of records.
Age
A comparison of OH nurses' actual roles and actual functions was carried out between two age
groups using a series of Chi-square statistical tests. The results are given in Table A .3 and Table
A .4. (Appendix A.) The two age groups included those nurses less than 45 years old and those
45 years and older. No statistical differences were found between the age groups with respect to
their actual roles. In the majority of cases there was no significant difference between the age
groups with respect to their actual functions. Only one function, "first-aid training for workers"
(P<O.00l), was found to be statistically different between the two age groups. It was found that
the younger age group had more responsibility for first-aid training.
MwilaI St1L1
A comparison of OH nurses' actual roles and actual functions with respect to marital status was
carried out using a series of Chi-square statistical tests. The results are given in Table A .5 and
Table A.6. (Appendix A.) The OH nurses were divided into two marital status groups: married
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and non-marned. No statistical difference was found between the two marital status groups with
respect to their actual roles and actual functions.
6.3.2 Current Dost
Status
A comparison of OH nurses' actual roles and actual functions with respect to three status groups
was carried out using a series of Chi-square statistical tests. The results are given in Tdle A .7 and
Tth!e A.8. (Appendix A.) The three status groups included: high (including OH managers and
nursing advisors), middle (including senior nurses) and low (including staff nurses, senior enrolled
nurses and enrolled nurses) status. In the majority of cases there were no significant difference
between the three status groups with respect to their roles and functions. Only two roles, the
"therapeutic role" (P=O.014) and "management role" (P0.005), were significantly different
between the three groups. It was found that those in the lower status group had more of a
therapeutic role and those in the higher status group had more of a managerial role. No statistical
difference was found between the three status groups with respect to their actual functions.
Duty pattern
A comparison of OH nurses' actual roles and actual functions with respect to two duty pattern
groups was carried out using a series of Chi-square statistical tests. The results are given in Td)Ie
A .9 and Tthle A .10. (Appendix A.) The OH nurses were divided into two duty pattern groups;
day duty and shift work. In the majority of cases there was no significant difference between the
two duty pattern groups with respect to their roles and functions. Only two roles "emergency
responsibility" (P=O.006) and "education" (P=O.017), were statistically significant. The shift work
group was found to have more of an emergency responsibility role and the day duty group had
more responsibility for education. Only one function, "meeting and communication" (P=0.001),
was significantly different. It was found that the day duty group had more responsibility for
meeting and communication.
WoikLng hours
A comparison of OH nurses' actual roles and actual functions with respect to three working hours
groups was carried out using a series of Chi-square statistical tests. The results are given in Td,le
A.11 and Td,le A.12. (Appendix A.) The OH nurses were divided into three working hours
groups: less than 35 hours/week, 35-39 hours/week and 40 hours/week or over. No statistical
difference was found between the three groups with respect to their actual roles. In the majority
of cases there was no significant difference between the three working hours groups with respect
to their actual functions. Only one function, "record keeping" (P=O.O 11), was significantly different
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for these three groups. It was found that those nurses who worked less than 35 hours/week had
more responsibility for record keeping.
Salary
A comparison of OH nurses' actual roles and functions with respect to four salaiy groups was
camed out using a series of CM-square statistical tests. The results are given in Tthle A.13 and
Tthle A .14. (Appendix A.) The OH nurses were divided into four salary groups: less than
£13,000, £13,000-15,999, £16,000-19,999 and £20,000 or more per year. In the majority of cases
there was no significant difference with respect to the four salary groups and their actual roles.
Only two roles, "emergency responsibility" (P=0.004) and "management" (P<0.O01). were
statistically significant. It emerged that the lower salary group had more of an emergency
responsibility role and the higher salary group had a more managerial role. Four functions,
"provision of a routine treatment service" (P0.014), "rehabilitation and resettlement" (P<0.00 1),
"record keeping" (P0.004), and "occupational safety" (P'O.037), were significantly different
between the four salary groups. It was found that the lower salary groups had more responsibility
for record keeping. The £13,000-15,999 group had more responsibility for provision of a routine
treatment service. The £l6,000-19,999 group had more responsibility for rehabilitation and
resettlement while the £20,000 or more group had more responsibility for occupational safety.
6.3.3 Motivation
Reasons for choosing a post in occupational health nursing
A comparison of OH nurses' reasons for choosing a post in OH nursing, with respect to their
actual roles and actual functions, was carried out using a series of logistic regression tests. The
results are given in T5le 6.5 and Tthle 6.6. The reasons for choosing OH nursing were
retrospectively divided into two groups to aid discussion: personal factors ( "day time work only"
and "to earn money for essentials") and professional factors ("to develop a professional career",
"independent work", "to care for healthy people" and "more challenge").
Tthie 6.5 shows which motivational factors were significant for each actual role and illustrates
the roles for which each type of motivational factor was seen as important. Thus it can be seen
that significantly more nurses acting in the "emergency responsibility", "health surveillance",
"health screening" and "education" roles identified reasons which influenced their choice of an OH
nursing job. Those nurses acting in the "emergency responsibility" role reported both personal and
professional reasons; the stronger of these being personal; "to earn money for essentials"
(P<0.001). Those acting in the "health surveillance" role reported only professional reasons; the
strongest being "to develop a professional career" (P<0.0O1). Reasons reported by those nurses
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acting in both the "health screening" and "education" roles were all professional. The stronger
reason for those nurses acting in an "education" role was "to develop a professional career"
(P<0.001). Significantly less nurses acting in the "environmental surveillance", "management" and
"consultant" roles reported personal and professional reasons influencing their choice. The most
significant of these for those in the "consultant" role was the professional factor, "independent
work" (P<O.00l). Professional factors were significantly less frequently reported by those acting
in a "training" role and "research" role. For those in the latter role, the most significant were "to
develop a professional career" and "independent work" (P<0 001).
Table 6.6 shows which motivational factors were significant for each actual function and illustrates
the functions for which each type of motivational factor was seen as important. Significantly more
OH nurses involved in "emergency treatment", "health screening" and "individual counselling"
reported both professional and personal factors influencing their choice of OH nursing work. The
strongest of these was professional, "more challenge" (P<0.001) for those involved in "emergency
treatment" and "health screening". Of those nurses with "provision of routine treatment service"
functions, all of the significant reasons were personal. Of those nurses with "record keeping",
"health education and promotion", "health supervision of workers" and "development and
maintenance of records" functions, all of the significant factors were professional. The strongest
of these was "more challenge" (P<O.0Ol), for those with "record keeping" and "health supervision
of workers" functions. Significantly less nurses adopting "assessment of the nature and degree of
exposure", "immunisation", "informing workers of health hazards" and "assisting workers with
psycho-sociological problems" functions reported professional factors influencing their choice. Of
these, the most significant were "to develop a professional career" (P<0.00l) in those functioning
in the areas "informing workers of health hazards" and "assisting workers with psycho-social
problems" functions; and "independent work" (P<0.001) for those "assisting workers with psycho-
social problems". Significantly less nurses adopting "occupational safety" and "co-operation with
outside agencies" functions reported both professional and personal factors influencing their choice
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Table 63 The influence of reasons for choosing an OH nursing job on actual roles.
Professional	 Personal
Actual roles	 Development Independent Care healthy 	 Morn	 Earn money	 Day tune
professional	 work	 people	 challenge	 for -'t".	 work only
Health surveillance	 O.88' •	 0.73"	 1.42"	 O.%"
Health screening	 1.15"
Education	 075"
Emergency responsibility 	 0.73'	 0.58"	 1.62"
Therapeutic
Training	 -4)47'
Environmental swveillance 	 -0.45'	 -O 70'
Consultant	 -0.73"	 -0.77"
Management	 -0.54'	 -0.72'	 -0.71"	 .085'
Research	 -2.03"	 -2.52"	 -2.30'
'Logistic regression lest, regression coefficient, * P<0.05, ** P<0.01, " P 0.001.
Table 6.6 The influence of reasons for choosing an OH nursing job on actual functions.
Professional	 Personal
Actual functions	 Development Independent Care healthy 	 More	 Earn money	 Day time
professional	 work	 people	 challenge	 for essentials	 work only
career
Health screening
Health supervision of worker
Health education & promotion	 0.58"













Occupational safety	 -0.93"	 -0.83"
Assessment of exposure	 -0.74'	 -0.77'	 -1.31"	 .0.78'










'Logistic regression test, regression cucffic
.0.80'
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Reasons for continuing the present posi in occsqational health nwsing
A comparison of OH nurses' reasons for continuing in their present post in OH nursing, with
respect to their actual roles and actual functions, was carried out using a series of logistic
regression tests. The results are given in Table 6.7 and Table 6.8. The reasons for continuing
in their OH nursing post were retrospectively divided into two groups to aid discussion:
personal factors ("fixed work pattern", "high salaiy and more annual leave entitlement" and "to
earn money for essentials") and professional factors ("to develop a professional career",
"independent work", "to care for healthy people", "enjoyment of work" and "continuing
challenge").
Table 6.7 shows which reasons were significant for each actual role.The table illustrates the
roles for which each reason was seen as important. Thus it can be seen that significantly more
nurses acting in the "emergency responsibility", "health surveillance", "health screening" and
"education" roles mentioned reasons which influenced their choice to continue in their current
OH nursing job. Those nurses acting in the "emergency responsibility" role reported both
personal and professional reasons; the strongest of these being professional; "enjoyment of
work" (P<zO.001). Those acting in the "health surveillance" role also reported both personal and
professional reasons. Reasons reported by those nurses acting in both the "health screening"
and "education" roles were all professional. The strongest reason for both of these groups was
"enjoyment of work" (P<O.001). Significantly less nurses acting in the "management" and
"research" roles reported certain personal and professional reasons influencing their choice to
continue in their current OH nursing post The most significant of these for both groups was
the professional reason; "enjoyment of work" (P<O.001). Professional reasons were
significantly less reported by those acting in "therapeutic", "consultant", "environmental
surveillance" and "training" roles. The most significant of these for those acting in a
"consultant" role was "enjoyment of work" (P<O.00l).
Table 6.8 shows which reasons were significant for each actual function and illustrates the
functions for which each reason was seen as important. Thus it can be seen that significantly
more nurses with "emergency treatment", "record keeping" and "development and maintenance
of records" functions mentioned both professional and personal reasons which influenced their
choice to continue in their current OH nursing job; the most significant for those invoKed in
the former two functions was the professional reason of "enjoyment of work" (P<O.001).
Significantly more nurses with "health supervision", "health screening", "individual
counselling!I
 and "health education and promotion" functions reported professional reasons for
continuing in their current OH nursing job; the most significant of these reasons were a
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"continuing challenge" (P<O.001) for those with "health supervision" and health "education and
promotion" functions and "enjoyment of work" (P<O.001) for those with "health screening" and
"individual counselling" functions. Significantly more nurses with "provision of routine
treatment service" and "meetings and communication" functions reported personal reasons for
continuing in their current OH nursing job. Significantly less nurses with "assessment of the
degree and nature of exposure", "assisting workers with socio-psychological problems" and
"co-operation with outside agencies" functions reported professional and personal factors
influencing their choice to continue in their current OH nursing post; the most significant of
these was the professional factor "enjoyment of work" (P<O.00l) for those with "co-operation
with outside agencies" functions. Professional reasons were significantly less reported by those
with "imniunisation", "informing workers of health hazards", and "occupational safety"
functions; the most significant of these were a "continuing challenge" (P<O.00l) for those with
"inimunisation" functions and "enjoyment of work" for those with "informing workers of
health hazards", and "occupational safety" functions.
Personal
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Enjoyment Development Independent Care for Continuing Esm money Fixed High salary
of work professional	 work healthy challenge	 for	 work	 and more
c&eer	 people	 essentials position manual leave
1.95"	 099'
0.72" 069'	 063'	 079'
0.70"







Table 6.8 The influence of reasons for continuing an OH nursing job on actual functions.
Positive	 Professional	 Personal
Actual functions	 Enjoyment	 Very	 Independent Care for Continuing 	 Earn	 Fixed work High salary
of	 important	 work	 healthy	 challenge money for 	 pattern	 and more
work	 position	 people	 essentials	 annual leave
Health screening	 0.92"








Development & maintenance 	 0.31'
of records
Co-operation with outside 	 -0.77"	 -1.51'
agencies
Informing workera of health	 -0.65"
hazards
Occupational safety	 -1.29"
Assessment of exposure 	 -0 87"


























ANALYSIS OF THE OccuPArIoNAL HEALTH NURSES' SURVEY 191
6.3.4 Job satisfaction
A comparison of OH nurses' job satisfaction, with respect to their actual roles and functions, was
carried out using a series of logistic regression tests. The results are given in Table 6.9 and Table
6.10. Table 6.9 shows which factors were significant for each actual role and illustrates the roles
for which each factor was seen as important. Thus it can be seen that significantly more nurses
acting in the "emergency responsibility", "health surveillance", "health screening", "consultant"
and "education" roles reported satisfaction with aspects of their job. Those nurses acting in the
"emergency responsibility" and "health surveillance" roles reported significant satisfaction with
their work "relationships" (P<O.00 1). Significant satisfaction was expressed by nurses working in
the "health screening" role with regard to "working hours" (P<O.00l) and by those in a
"consultant" role with respect to "welfare". Nurses working in an "education" role reported
significant satisfaction with "facilities for direct care" (P<O.00 1). Significantly less nurses acting
in the "environmental surveillance", "training", "management" and "research" roles reported
satisfaction with various aspects of their job. This was considered to indicate dissatisfaction. The
most significant of these for those acting in "training" and "research" roles was "working hours"
(P<O.00l). For those acting in an "environmental surveillance" it was "welfare" (P<O.00l) and
those in "management" it was work "relationships" (P<O.00l).
Table 6.10 shows which factors were significant for each actual function. It is instructive to
consider the table as showing the functions for which each factor was seen as important. Thus it
can be seen that significantly more nurses with "provision of a routine treatment service",
"emergency treatment", "health supervision", "health screening", "individual counselling", "health
education and promotion", "development and maintenance of records" and "co-operation with
outside agencies" functions reported satisfaction with respect to their job. The most significant of
these were satisfaction with "working hours" (P<O.00l) for those with "individual counselling" and
"health education and promotion" functions; satisfaction with work "relationships" (P<O.00l) for
those with "emergency treatment" functions; satisfaction with "roles and functions" (P<O.00l) for
those with "health supervision" functions and satisfaction with "facilities for direct care" (P<O.001)
for those with "health supervision" functions. Significantly less nurses with "rehabilitation and
resettlement", "assessment of exposure", "record keeping", "informing workers of health hazards",
"occupational safety", "assisting with psycho-social problems", "development and maintenance of
records" and "co-operation with outside agency" functions reported satisfaction with various
aspects of their job. This was considered to indicate dissatisfaction. The most significant of these
for those with "assessment of exposure", "occupational safety", and "assisting workers with
psycho-social problem" functions was "working hours" (P<O.00l). For those with "informing
workers of health hazards" functions, the most significant was "welfare" (P<O.00l).
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Tabk 6.9 The influence of job satisfaction on actual roles.











Logisti regression teal, regression coefficient, * P 005," P 001, " P-0.00l.
Table 6.10 The influence of job satisfaction on actual functions.
Actual functions	 Relationships Working hours	 Welfare	 Direct cure	 Role	 Professional
/Function	 development
Healthsereening	 0.26"	 0.16"
Health supervision of worker
Health education & promotion 	 0.24"
Individual counselling	 0.27"
Emergency treatment for 	 0.34"
accident
Routine treatment	 0.11"
Record keeping	 0.89"	 -0.68'
Development & maintenance of 	 0 69"	 -0 50"
records
Co-operation with outside	 -0 44'	 0.75"	 -0.64'
agencies
Informing workers of health 	 -0.21"
hazards
Occupational safety 	 -0.42"
Assessment of exposure 	 -055"
Assisting with socio-	 -048"
-psychological problems








Logistic regression lest, regreasion coefficient, * P<L) 05, ** P<0.01, " P<0.001.
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6.4 The influence of pmfessional backgmund factors on tu niles and functions
6.4.1 Statutory qualification
A comparison of OH nurses' actual roles and actual functions with respect to two statutory
qualification groups was carried out using a series of Chi-square statistical tests. The results are
given in Table A 1.15 and Td,le A 1.16. (Appendix Al.) The two statutory qualifications were
RGN's and EN's. No statistical difference was found for the two statutory qualification groups with
respect to their actual roles and functions. In the majority of cases there was no significant
difference for the two statutory qualification groups with respect to their actual functions. Only
two functions, "provision of a routine service" (P=O.048) and "rehabilitation and resettlement"
(P0.048), were found to be significantly different with respect to the two groups. Enrolled nurses
were found to have more responsibility for provision of a routine service, and the registered nurses
had more responsibility for rehabilitation and resettlement.
6.4.2 Other professional qualifications
A comparison of OH nurses' actual roles and functions with respect to four professional
qualification groups was carried out using a series of Chi-square statistical tests. The results are
given in Table A 1.17 and Table A 1.18. (Appendix Al.) The fourprofessional qualification groups
include: nurses with no OH nursing training, nurses with OHPN training, nurses with OHNC
training, and nurses with OI{ND training.
In the majority of cases there was no significant difference for the four professional qualification
groups with respect to their actual roles. Only two roles, "emergency responsibility" (P=O.021) and
"management" (P<O.001), were significantly different with respect to the four professional
qualification groups. It was found that with the exception of the "no OH nursing training group",
those nurses holding a lower OH qualification had an increasingly more substantial emergency role
and that the greater the professional qualification, the more substantial the management role.
Five functions, "provision of a routine treatment service" (P0.016), "emergency treatment for
accident and illness" (P=O.023), "rehabilitation and resettlement" (P<O.001), "meeting and
communication" (P=O.032), and "first-aid training for workers" (P=O.016) were statistically
different with respect to the four professional qualification groups. It was found that with the
exception of the "no OH nursing training group", those nurses holding a lower OH qualification
had increasingly more responsibility for the provision of routine treatment and emergency
treatment for accident and illness. It was also found that the higher the professional qualification,
the more the responsibility for rehabilitation and resettlement, and meeting and communication.
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The function of "first-aid training for workers" was more prevalent within the OHNC trained
group.
6.4.3 Short professional courses
A comparison of OH nurses' actual roles and actual functions with respect to two short
professional course groups was carried out using a series of Chi-square statistical tests. The results
are given in Table A 1.19 and Table A 1.20. (Appendix Al.) The two categories were nurses who
had attended short professional courses, and nurses who had not attended short professional
courses.
In the majority of cases there was no significant difference for the two short professional course
groups with respect to their actual roles. Only one role, the "education role" (P =0.049), was
statistically significant with respect to the two groups. There was no significant difference between
OH nurses' actual functions with respect to the two short professional course groups. Onl y one
function, "health screening" (P0.034), was statistically significant with respect to the two short
professional course groups. The nurses who had attended short professional courses had more
responsibility for health screening.
6.4.4 Clinical nursing experience
A comparison of actual roles and functions with respect to four categories of clinical nursing
experience was carried out using a series of Chi-square statistical tests with the results given in
Table A 1.21 and Table A 1.22. (Appendix Al.) The four clinical nursing experience categories
were no clinical nursing experience, less than five years clinical nursing experience, 5-9 years
clinical nursing experience, and 10 years or more clinical nursing experience.
In the majority of cases there was no significant difference for the four groups with respect to
their actual roles. Only one actual role, "emergency responsibility role" (P0.025), was statistically
significant with respect to the four clinical nursing experience groups; in that the 5-9 years clinical
nursing experience group had more responsibility for emergency duties. No significant differences
were found between the four groups with respect to their actual functions.
A comparison of OH nurses' previous experience with respect to their actual roles and actual
functions was carried out using a series of logistic regression tests. The results are given in Table
6.11 and Table 6.12. The previous clinical experiences were retrospectively divided into three
groups to aid discussion: medicine (obstetrics, neurology, dermatology, paediatrics and geriatrics),
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surgery (gynaecology, ophthalmology, orthopaedics, oncology, intensive care, theatres, negro-
surgery and ear, nose and throat), and accident and emergency.
Table 11 shows which previous clinical experiences were significant for each actual role and
illustrates the roles for which each clinical expenence was seen as important. Thus it can be seen
that significantly more nurses acting in the "emergency responsibility" and "health surveillance"
roles reported past experience in both "surgery" and "accident and emergency". The most
significant of these for both roles was "accident and emergency" (P<O.00l). Significantly more
nurses acting in a "health screening" and "environmental surveillance" roles reported past
experience in all three areas. The most significant of these for those in a "health screening" role
was surgery (P<O.001). Significantly less nurses acting in the "environmental surveillance",
"education" and "management" roles reported surgical experience. The most significant absence
for both those in "education" and "management" roles was "surgery" (P<O.00l). Significantly less
nurses acting in a "therapeutic role" reported past experience in both medicine and surgery;
significantly less nurses in a "consultant" role reported past experience in both accident and
emergency and surgeiy and fmally significantly less nurses in a "training" role reported
experience in accident and emergency (P<O.001).
Table 6.12 shows which clinical experiences were significant for each actual function and
illustrates the functions for which previous clinical experience was seen as important. Thus it can
be seen that significantly more nurses with "provision of a routine treatment service", "emergency
treatment", and "health education and promotion" functions reported previous surgical clinical
experience; the most significant for those with the latter two functions was general "surgery"
experience (P<O.00l). For those nurses with "health supervision" and "assessment of exposure"
functions, significantly more reported previous medical experience. Significantly more nurses with
"record keeping" functions reported previous experience in all three areas; significantly more with
"health screening" and "individual counselling" functions reported previous experience in both
surgety and accident and emergency with the most significant being "surgery" (P<O.001) for those
involved in the latter function. Significantly more nurses with "assisting with socio-psychological
problems" functions reported both previous surgical and medical experience. Significantly less
nurses with "assessment of the degree-of exposure" and "occupational safety" functions reported
previous experience in all three areas; the most significant for the former being accident and
emergency (P<O.00l) and surgery (P<O.00l). Significantly less nurses with "rehabilitation and
resettlement" functions reported previous surgical experience; significantly less with "record
keeping" functions reported previous medical experience and significantly less nurses with
"informing workers of health hazards" and "assisting workers with socio-psychological problems"
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functions reported both previous accident and emergency and surgical experience. The absence
of both these experiences was more significant (P<O.001) for those with "assisting workers with
socio-psychological problems" functions.
Table 6.11 The influence of previously clinical experience on actual roles.
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Table 6.12 The influence of previous clinical experience on actual functions.
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6.4.5 Community nursing experience
A comparison of actual roles and functions with respect to the community nursing experience
groups of OH nurses was carned out using a series of Chi-square statistical tests. The results are
given in Table A 1.23 and Td,le A 1.24. (Appendix Al.) The two categories of community nursing
experience groups were: nurses with community nursing experience and nurses with no community
nursing experience. There were no significant differences for the two community nursing
experience groups with respeci to their actual roles and functions.
6.4.6 Occupational health nursing experience
A comparison of actual roles and functions with respect to two categories of OH nursing
experience was carried out using a series of Chi-square statistical tests. The results are given in
Table A 1.25 and Table A 1.26. (Appendix Al.) The two categories were: nurses with less than 10
years of OH nursing experience, and nurses with 10 or more years of OH nursing experience.
In the majority of cases there was no significant difference for the clinical nursing experience
groups and their actual roles. Only one role, the "management" role, was statistically significant
with respect to the two OH nursing experienced groups (P=O.021). The more experienced group
had more responsibility for management. The actual functions of OH nurses with respect to the
two groups. Only one function, "mimunisation", was statistically significant with respect to the
two OH nursing experience groups (P0.022). The more experienced group had more
responsibility for immunisation.
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63 The influence of occupational health nurSe? peiteptiou and beliefs on tual niles and
functions
6.5 1 Ideal roles of the occupational health nurse
A comparison of OH nurses' opinions regarding ideal roles with respect to their actual roles and
functions, was carried out using a series of logistic regression tests. The results are given in Table
6.13 and Table 6.14.
Table 6.13 shows which ideal roles were significant for each actual role and illustrate the actual
roles for which ideal roles were seen as important. Thus it can be seen that significant numbers
of nurses acting in "therapeutic", "emergency responsibility", "health surveillance", "health
screening", "consultant", "education", "training" and "management" roles felt that their actual role
as one of an OH nurses's ideal role (P=O.00l or P<O.001). The only discrepancies were found with
respect to nurses working in "environmental surveillance" and "research" roles who did not
perceive these as ideal roles.
Table 6.14 shows which ideal roles were significant for each actual function. It is instructive to
consider the table as showing the actual functions for which each ideal role was seen as important.
Thus it can be seen that significantly more nurses with "emergency treatment" and "record
keeping" functions perceived a "health surveillance" role as ideal (P<O.001). Significantly more
nurses with "provision of a routine treatment service" and "emergency treatment" functions
perceived an "emergency responsibility" role as ideal (P<O.00I). An "environmental surveillance"
role was considered ideal by significantly more nurses with "health screening" and "health
education and promotion" functions (P<O.00 1). Significantly less nurses with "occupational safety",
"assisting workers with socio-psychological support" and "co-operation with outside agency"
functions considered the "health surveillance" role as ideal (P<O.001). The "environmental
surveillance role" was considered ideal by significantly less nurses with "provision of routine
treatment" functions (P<O.001) and the "education" and "consultant" roles by significantly less
nurses with "assessment of the degree of exposure" roles (P<O.001).
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Table 6.13 The influence of ideal roles on actual roles.
Health Health Education Emergency Thera- Training Environ Consultant Manage- Research
Actual roles	 screening ,veill-	 response peutic	 survcill-	 maid
	
inK.	 inK.
Health surveillance	 114" • 1 02"	 1.02'
Health screening 	 I 42"
Education	 090"
Emergency responsibility	 2.85"	 0.50'
Therapeutic	 •	 1.40"
Training	 -066" -0.69'	 062'
Envirosmiental surveillance
	 -0.72'	 -0 83"
Consultant	 .099"	 095" 4)95"
Management	 -133" -0.64'	 1.23"
Research	 -1.91" . 1 28'	 -1.56"
Logistic regression teal, regression coefficient,' P<0.05," P <-0 01, " P 0.001.
Table 6.14 The influence of ideal roles on actual functions.
Health Health Education Emergency Then- Training Environ Consultant Manage- Research




Health screening	 1 26"
Health supervision of worker
	 0.55"





Routine frealment	 1.12"	 0.88" -0.83"	 0.68"
Record keeping	 0.95"






Informing workers of health
	 -042'	 -0.63'
hazards
Occupational safety 	 -119"	 4.87'	 -106"
Assessment of exposure	 -1.34" -1.04'	 -1.84"
Assisting with socio- 	 -168"	 -1.36'
psychological probkme








Logistic regression test, regression coefficient,' P<0 05," P 0.01, " P<0.001.
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6.5.2 Ideal functions of the occupational health nurse
A comparison of OH nurses' opinions regarding ideal function with respect to their actual roles
and functions, was carried out using a series of logistic regression tests. The results are given
in Table 6.15 and Table 6.16. The ideal functions were later divided into four categories to aid
discussion: primazy prevention (inimunisation, familiarisation with work environment,
informing workers of health hazards, occupational safety, individual counselling, assisting
workers with psycho-sociological problems, health education and promotion, first-aid training
for workers), secondary prevention (health supervision of workers, assessment of the nature
and degree of exposure, general health surveillance, specific health screening, record keeping,
health screening), tertiary prevention (provision of a routine treatment service, rehabilitation
and resettlement, emergency treatment for accident and illness), and comprehensive
(development and maintenance of records, meeting and communication, co-operation with
outside agencies).
Table 6.15 shows which ideal functions were significant for each actual role and illustrate the
actual roles for which each ideal function was seen as important. Thus it can be seen that
significantly more nurses acting in the "emergency responsibility" role considered both tertiary
and primary functions to be the ideal functions of OH nurses. Significantly more nurses acting
in "health surveillance", "health screening" and "education" roles considered both secondary
and primary to be the ideal functions of OH nurses and for those in the "health screening" and
"education" role, "health screening", "assessment of the nature and degree of exposure",
"individual counselling", and "informing workers of health hazards" were most significant
(P<O.00l). Significantly more nurses in a "health surveillance" role considered secondary
prevention and in a "management" role considered primary were the ideal functions of OH
nurses. Significantly less nurses in "therapeutic", "environmental surveillance", "consultant",
"training", "management" and "research" roles considered certain ideal functions of OH nurses.
Significantly less nurses in "therapeutic", "training", "management" and "research" roles
considered both primary and secondary prevention as an ideal function and significantly less
nurses in "environment surveillance", and "consultant" roles considered tertiary prevention as
an ideal function; particularly significant with respect to "emergency treatment for accident"
and "specific health surveillance" (P<O.00l).
Table 6.16 shows which ideal functions were significant for each actual function and illustrate
the actual functions for which each ideal function was seen as important. Thus it can be seen
that all of the nurses felt that their actual function was consistent with an OH nurses' ideal
functions (PO.00l or P<O.00l).
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Table 6.15 The influence of ideal function on actual roles.
Health Health Individual Emergency Record Infoiming Occupation Aascs,- Assisting First-aid Special
Actual roles	 screenng education counscU treatment keeping health -al safety mont a( problem trammg Health
-ing	 hazards	 cxpown	 Surveill-
mc.
Health surveillance	 L98"	 1.28"	 1.63"
Health screening	 0.63' •	 0.63'	 0.70'	 0.72'
Education	 085"	 1.02'






Management	 -0.69'	 -0.57'	 -0.72' -0.66'	 0.74'
Research	 -1.21'	 -1.54"	 -1.57'	 -1.50'
Logistic regression test, regression coefficient,' P 0.05, ** P<0.01, " P<0.00l.
Table 6.16 The influence of ideal function on actual functions.
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6.5.3 Definition of occupational health nursing
A comparison of actual roles and functions with respect to four definitions of OH nursing groups
was carried out using a series of Chi-square statistical test. The results are given in Td,le A 1.27
and Tthle A 1.28. (Appendix Al.) Responses were divided into four definition categories. The first
categoly was the AAOHN's definition, the second category was the ANA's definition, the third
category was the RCN's definition, and the fourth category was for other definitions.
The Chi-square test was used to compare the actual roles of OH nurses with respect to the four
categones of definition, and for the majonty of the roles, no statistically significant differences
were found. Only two roles, "emergency responsibility" (P=O.006) and "environment surveillance"
(P=O.026) were statistically significant with respect to the four definition categories. Those
respondents choosing the AAOHN's definition had a greater emergency responsibility role. Those
respondents choosing "other definitions" had a greater environment surveillance role.
The functions of OH nurses with respect to the four categories of OH nursing definition were
compared. For the majority of functions no significant differences were found. Only two functions,
"emergency treatment for accident and illness" (P=0.003), and "co-operation with outside
agencies" (P=O.044), were statistically significant with respect to the four groups. Those choosing
the RCN's definition had more responsibility for emergency treatment for accidents and illness.
Those choosing the "other definition" had more responsibility for co-operation with outside
agencies.
6.5.4 Definition of occupational health nurse
A comparison of actual roles and functions with respect to four "definition of OH nurse" groups
was carried out using a series of Chi-square statistical tests. The results are given in TthIe A 1.29
and Tdle A 1.30. (Appendix Al.) Responses were divided into four categories of definition as
follows: the ICOH-NC's definition, the AAOHN's definition, the USDL's definition, and the "other
definitions".
The Chi-square test was used to compare the actual roles of OH nurses with respect to choice of
definition. Fourroles, "emergency responsibility" (P0.O 17), "environment surveillance" (P=O.048),
"management" (P=O.041), and "research" were statistically significant with respect to the
definitions chosen by respondents. Those choosing the USDL's group had greater emergency
responsibility role. Those choosing "other definitions" had more responsibility for environment
surveillance, management, and research roles.
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The relationship between functions of OH nurses and choice of definition. Only three functions,
"provision of a routine treatment service" (P=4).017), "emergency treatment for accident and
illness" (P=O.005), and "rehabilitation and resettlement" (P0.049), were statistically significant
with respect to the four categories of definition. Those choosing the USDL's definition had more
responsibility for the provision of a routine treatment service and emergency treatment for accident
and illness. Those choosing "other definitions" had more responsibility for rehabilitation and
resettlement.
6.5.5 Characteristics of the occu pational health nurse
A comparison of OH nurses' perceptions of ideal OH nurses' characteristics, with respect to their
own actual roles and functions was carried out using a series of logistic regression tests. The
results are given in Table 6.17 and Table 6.18. The characteristics were later divided into two
categories to aid discussion: personality characteristics (independence, intelligence, a sense of
humour, maturity, empathy and an enquiring and challenging mind) and skills (good
communication skills, well developed and effective inter-personal skills, good management skills,
good basic nursing skills, taking on problems and solving them, and efficiency).
Table 6.17 shows which characteristics were significant for each actual role, and illustrates the
actual roles for which each characteristic was seen as important. Thus it can be seen that
significantly more nurses acting in the "emergency responsibility", "health screening" and
"education" roles considered both personality and skills to be essential OH nurses' characteristics.
Significantly more nurses acting in "health surveillance" and "management" roles considered skills
to be ideal characteristics and for those in a health surveillance role, "good communication skills"
were most significant (P<zO.O0l). Significantly more nurses in a "therapeutic" role considered
personality characteristics ideal. Significantly less nurses in an "environmental surveillance",
"consultant", "management" and "research" roles considered certain personality characteristics and
skills as ideal for OH nurses. Significantly less nurses in a "therapeutic" role considered skills
ideal and significantly less nurses in a "training" role considered personality characteristics ideal,
particularly significant with respect to "empathy" (P<O.00l). For those nurses in a "research" role
the personality characteristic, "an enquiring and challenging mind" was most significant in that
it was not mentioned (P<O.001) and for those in a "consultant" role the communication and inter-
personal skills were most significant in their absence (P<O.O01).
Table 6.18 shows which characteristics were significant for each actual function, and illustrates
the actual functions for which each characteristic was seen as important. Thus it can be seen that
significantly more nurses with "emergency treatment", "record keeping", "health screening" and
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"health education and promotion" functions considered both personality and skills to be essential
OH nurse characteristics. Significantly more nurses with "provision of a routine eatment service",
"health supervision", "specific health surveillance" and "individual counselling" functions
considered certain skills to be essential OH nurses' characteristics; the most significant of these
were "good basic nursing skills" (P<O.00l), "good communication skills" (P<O.001) and "well
developed, effective interpersonal skills" (P<O.001) respectively. Significantly less nurses with
"assessment of exposure", "specific health surveillance", "informing workers of health hazards"
and "occupational safety" functions considered certain both personality and skill characteristics
as essential for OH nurses. For those with "assessment of exposure", "informing workers of
hazards" and "occupational safety" functions, the absence of skill characteristics were most
significant; "well developed interpersonal skills" (P<0.00l) for the former and "good
communication skills" (P<O.00 1) for the two latter functions. Significantly less nurses with
"rehabilitation", "general health surveillance", "assisting workers with socio-psychological" and
"co-operation with outside agencies" functions considered skill characteristics as essential; the
most significant of these being "good communication skills" (P<0.O0 I) for those with the latter
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Table 6.17 The influence of characteristics of OH job on actual roles.
Pasonality	 Skill
.ctual roles
uig suma gcncc	 summer i cion soiving paso. incur ssiu sam	 -cy
____L'__________________
Health surveillance	 0.77'	 1.52'	 0.92"	 1.24'	 0.61'
Health screening	 1.10"	 0.72"
Education	 0.87" 0.50"





onsultsnt	 -0.83"	 -0.52'	 -084"
fanagement	 .0.93"	 -0.57'	 -0.86'	 -0.58'	 0.82'	 -1.00"
Research	 -1.62'	 -2.33"	 -1.52"
1gatIc regression test, regression coefficient, * P<0.05," P< .01, " P<0.001.
Table 6.18 The influence of characteristics of OH job on actual functions.
Actual fimcbona	 Empathy Chaileng- Intelli- Maturity Sense of Independ- Communi Inter- Manage- Nursing Efficien
ing mind gence	 humour	 dent	 -cation person ment skill skill 	 -cy
skill	 skill
Health screening
Health supervision of worker
Health education & promotion
Individual counselling
Emergency treatment for 	 0.70'
accident
Routine treatment
Record keeping	 0.81'	 0.59'
Development & maintenance of
Co-operation with outside
agencies
Infoiming workers of health	 -0.81'
hazards
Occupational safety	 -1.00"







First-aid tmmmg for workers
Meetings & commianication
General health surveillance
Specific health surveillancc	 .0.69'
Logistic regression test, regression
-036'
-046' 099"
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6.5.6 Occupational health nursing - a speciality
A comparison of OH nurses' perceptions of the element of speciality, with respect to their own
actual roles and functions, was carried out using a series of logistic regression tests. The results
are given in Table 6.19 and Table 6.20. The elements of speciality were retrospectively divided
into three categories to aid discussion: prevention (preventing diseases and injuries, a preventative,
health promoting speciality, working with healthy people), working environment (working in the
employees' workplace, part of a more multi-disciplinary team), and recognition of OH nursing as
a speciality (not within the scope of nursing as it is usually understood by the public).
Table 6.19 shows which elements of speciality were significant for each actual role. It is
instructive to consider the table as showing the actual roles for which each element was seen as
important. Thus it can be seen that significantly more nurses acting in the "emergency
responsibility" role considered both prevention and recognition to be the element of speciality.
Significantly more nurses acting in "health surveillance", "health screening" and "education" roles
considered prevention to be the element of speciality and for those in the "health screening" and
"education" role, both a "preventative, health promoting speciality" and "working with healthy
people" were most significant (P<0.00l). Significantly more nurses in a "health surveillance" role
considered that prevention was an element of speciality. Significantly less nurses in an "emergency
responsibility", "environmental surveillance", "consultant", "training", "management" and
"research" roles considered certain elements of speciality. Significantly less nurses in an
"emergency responsibility" and "research" role considered recognition element and significantly
less nurses in an "environment surveillance", "consultant", "training", "management", and
"research" role considered prevention as a element of speciality; particularly significant with
respect to "it is a preventative, health promoting speciality" and "working with healthy people"
(P<0.00 1).
Table 6.20 shows which elements of speciality were significant for each actual function. It is
instructive to consider the table as showing the actual functions for which each element was seen
as important. Thus it can be seen that significantly more nurses with "health screening",
"individual counselling" and "health education and promotion" functions considered preventative
elements as being a speciality; the most significant of these was "a preventative, health promoting
speciality" (P<O.00l) with the former group and "working with healthy people" (P<zO.001) for the
latter two groups. Significantly more nurse with "provision of a routine treatment service", "health
supervision of workers" and "familiarisation of the working environment" functions considered
recogthtionas being aiali; the most significant elements being "isolation from the main
stream of nursing and other professionals" (P<0.001) for the former and "not within the scope of
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nursing as it is usually understood by the public" (P<O.O01) for the two latter groups. Significant
numbers of those with "emergency treatment" functions considered both recognition and
preventative elements as being a speciality and significantly more nurses with "record keeping"
functions considered both working environment and recognition as being elements of speciality.
Significantly less nurses with "provision of a routine treatment", "rehabilitation", and
"immunisation" functions considered recognition elements as being a speciality; the most
significant of these being "not within the scope of nursing as it is usually understood by the
public" (P<O.00l) for those with "immunisation" functions. Significantly less nurses considered
with "assessment of exposure" and "occupational safety" functions considered both work
environment and preventative elements of speciality with the most significant being "working with
healthy people" (P<O.00l) and "part of a more multi-disciplinary team" (P<O.00l) for the former
group. Significantly less numbers of those with "informing workers of health hazards" functions
considered work environment elements as being a speciality (P<O.001) and less of those with
"assisting workers with socio-psychological problems" functions considered all three categories
as being elements of a speciality.
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Tabk 6.19 The influence of element of speciality on actual roles.
Prevention	 Working Environment	 Recognition
Actual roles	 Heajtiiy	 Preventing	 Health	 Employees	 Multi-	 1solion from Miswideiood

























°Logistic regression test, regression coefficient, 'P<O.05, ** P<00l, " P<0.001.
TaMe 6.20 The influence of element of speciality on actual functions.
	Prevention	 Working Environment	 Recognition
Actual functions	 Healthy	 Preventing	 Health	 Employees' Multi-displinaiy Jolntion Misunderstood
people	 diseases	 promotion	 workplace	 team	 from nursing by the public
Health screening 	 1.05"	 0.63"
Health supervision of worker
Health education & promotion	 1.02"
Individual counselling	 0.94"
Emergency treatment for 	 0.58'	 0.68'
accident
Routine treatment 	 0.90"
Record keeping	 0.76"	 0.58'
Development & maintenance of	 0.49"
records
Co-operation with outside	 -1.02"
agencies
Informing workers of health	 -061"
hazards
Occupational safety 	 -0.85"	 .0.73'
Assessment of exposure 	 -1.21"	 -1.21"
Assisting with aocio	 .0.87"	 -0.68'	 -0.64'
-psychological problems









'Logistic regression test, regression
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6.5.7 Uniqueness f occupational health nursing
A comparison of OH nurses' perceptions of the uniqueness of OH nursing, with respect to their
own actual roles and functions was carried out using a series of logistic regression tests. The
results are given in Table 6.21 and Table 6.22. The uniqueness of OH nursing was retrospectively
divided into four categories to aid discussion: prevention (preventing ill health and injury in the
workplace, providing health surveillance and maintenance of health), promotion (promoting health
in the workplace and community, improving working condition), working environment (providing
health care in an environment dedicated to production and profit, having the opportunity to
directly influence decision makers), and professional (possessing a wide and varied knowledge
base, having the opportunity to establish a long term relationship with a population).
Table 6.21 shows which unique qualities were significant for each actual role and illustrates the
actual roles for which each quality was seen as important. Thus it can be seen that significantly
more nurses acting in the "emergency responsibility" and "education" role considered both
prevention and working environment to be the unique qualities. Significantly more nurses acting
in "health surveillance", "health screening", and "education" roles considered both prevention and
promotion to be unique for OH nursing and for those in the "health surveillance" and "education"
role, both "preventing ill health and injury in the workplace" and "providing health care in an
environment dedicated to production and profit" were most significant (P<O.O01). Significantly
less nurses in an "emergency responsibility" and "management" role considered working
environment to be a unique quality and significantly less nurses in an "environment surveillance"
and "training" roles considered "professional" to be a unique quality. Significantly less nurses in
a "consultant", "management", and "research" role considered prevention to be a unique quality
particularly with respect to "providing health surveillance and maintenance of health" and
"preventing ill health and injury in the workplace" (P<O.00l).
Table 6.22 shows which unique qualities were significant for each actual function and illustrates
the actual functions for which each quality was seen as being important. Thus it can be seen that
significantly more nurses with "provision of routine treatment service" and "development and
maintenance of records" functions considered professional qualities as being unique to OH
nursing; the most significant of these being "having the opportunity to establish a long term
relationship with a population" (P<O.0Ol) amongst the former group. Significantly more nurses
with "emergency treatment" functions considered prevention qualities unique; more nurses with
"health supervision" and "familiarisation with working condition? functions considered promotion
qualities unique; more nurses with "record keeping" functions considered both working
environment and prevention qualities unique with the most significant being "preventing ill health
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and injuiy in the workplace" (P<0.00l) and significantly more nurses with "health screening"
functions considered both preventative and promotion qualities as being unique; the most
significant being "providing health surveillance and maintenance of health" (P<O.O01).
Significantly less nurses with "occupational safety" and "co-operation with outside agencies"
functions considered both promotion and work environment qualities as unique; the most
significant of these being "promoting health in the workplace" (P<O.001) for those in the latter
group. Significantly less of thse with "rehabilitation" functions considered prevention qualities
unique (P<O.O0l); less of those with "inimunisation" functions considered both prevention and
promotion qualities unique and significantly less with "assessment of the degree of exposure"
functions considered both work environment, promotion and prevention qualities as unique; the
most significant being "promoting health in the workplace" (P<O.001) and "providing health care
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Table 6.21 The influence of perceived unique quality of OH nursing on actual roles.
Prevention	 Promotion	 Working Environmem	 Professional
Prevndmg Health	 Promoting hnprovmg Health care Influence Long-term Vaned
ill health surveillance bealth	 working	 in the	 decision r ship with knowledge














Table 6.22 The influence of perceived unique qualities of OH nursing on actual functions.
Actual functions
Prevention	 Promotion	 Working Environment	 Professional
Preventing	 Health	 Promoting Improving Health care Influence Long-term
	 Vaned
ill health surveillance	 health	 working	 in the	 decision r ship with knowledge
and injury	 condition workplace
	 makers	 population
A W y" ' fl l*
Health supervision of worker
	 0.50"
Health education & promotion
	 0.73"	 0.99"





Record keeping	 0.80m	 0.59'
Development & maintenance of 	 0.64"
records
Co-operation with outside 	 .0.83"	 0.71**
agencies
Informing workers of health	 -0.68"
hazards
Occupational safety	 .074* 1 	0.80**	 0.94**
Assessment of exposure 	 -1.31"	 _1.31***
Assisting with socio	 .1.53*1*	 -1.12"
-psychological problems
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6.6 Factoi in the woildag envimnment influencing actu mies and functions
6.6.1 Type of organisation
A comparison of actual roles and functions with respect to two types of practising groups of OH
nurses was carried out using a series of Chi-square statistical tests. The results are given in Tthle
A 1.31 and Td,le A 1.32. (Appendix Al.) The types of practice were retrospectively divided into
two groups to aid discussion: ndustiy and non-industry.
A series of Chi-square tests was used to compare the actual roles of OH nurses with respect to
two type of practising groups. The four roles, "emergency responsibility" (P<O.001), "health
screening" (P=O.Ol1), "management" (P<0.001) and "research" (P=0.027), were statistically
significant with respect to the two types of practising groups, in that the industry group had more
responsibility for emergency responsibility and health screening roles, and the non-industry group
had more responsibility for management and research roles.
The actual functions of OH nurses was compared with respect to two types of practising groups.
Four functions, "provision of a routine treatment service" (P=0.032), "emergency treatment for
accident and illness" (P<0.O0I), "occupational safety" (P'0.025), and "meeting and
communication", were statistically significant with respect to the two types of practising groups,
in that the industry group had more responsibility for provision of a routine treatment service and
emergency treatment for accident and illness, and the non-industry group had more responsibility
for occupational safety and meeting and communication.
6.6.2 Number of employees
A comparison of actual roles and functions with respect to the "number of employees" was carried
out using a series of Chi-square statistical tests. The results are given in Tcthle A 1.33 and TthIe
A 1.34. (Appendix Al.) The number of employees were retrospectively divided into three groups
to aid discussion: employee numbers less than 1,000, 1,0004,999 and 5,000 or over.
A series of Chi-square tests were used to compare the actual roles of OH nurses with respect to
the "number of employees". For three roles, "emergency responsibility role" (P<0.001),
"management role" (P<0.001), and "environment surveillance" (P0.004), there were statistically
significant differences with respect to the "number of employees". The respondent working for
smallest organisation showed more responsibility towards the emergency role, the organisation
employing between 1,000-4,999 showed more responsibility for the management role and the
largest organisation indicated more responsibility for environment surveillance
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The actual functions of OH nurses with respect to the sue of the organisation. With respect to
the actual functions and three number of employees groups there was a trend for the smaller
group to have significantly more responsibility for provision of a routine treatment service,
emergency treatment for accident and illness and record keeping, and the bigger group to have
significantly more responsibility for individual counselling and meeting and communication. The
number of employees 1,0004,999 group had more responsibility for general health surveillance.
6.6.3 Importance pf occupational health department
A comparison of actual roles and functions with respect to the perceived importance of OH
department was carried out using a senes of Chi-square statistical test. The results are given in
Td'le A 1.35 and Tthle A 1.36. (Appendix Al.) The "importance of OH department" was
retrospectively divided into three groups to aid discussion: low priority, essential and totally
essential. A series of Chi-square tests was used to compare the actual roles and functions of OH
nurses with respect to three "importance of OH department" groups, and no significant differences
were found.
6.6.4 Policy for occupational health
A comparison of actual roles and functions with respect to existing OH policy was carried out
using a series of Chi-square statistical tests. The results are given in TthleA 1.37 and TthleA 1.38.
(Appendix Al.) Responses were divided into two categories to aid discussion: OH policy exists
and no OH policy exists.
A series of Chi-square tests was used to compare the actual roles of OH nurses with respect to
the two OH policy groups Two roles, "therapeutic" (P<0.001) and "health screening" (P=0.043),
were statistically significant with respect to the two OH policy groups; in that the "no OH policy"
group had more responsibility for a therapeutic role and the OH policy group had more
responsibility for a health screening role. The actual functions of OH nurses with respect to the
two OH policy groups. Only two functions, "health screening" (P0.049), and "occupational
safety" (P=O.006), were significantly different with respect to the two OH policy groups; in that
the "OH policy" group had more responsibility for health screening, and the "no OH policy" group
had more responsibility for occupational safety.
A comparison of the components in OH nurses' organisational policies, with respect to their own
actual roles and functions, was carried out using a series of logistic regression tests. The results
are given in TthLe 6.23 and Td,le 6.24. The components were later divided into two categories
to aid discussion: intrinsic (philosophy/mission statement, inter-relationship with the community,
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ethical/legal aspects of practice, health and environment relationships) and specific (organisational
chart/company description, goals and specific measurable objectives, scope of health services
organisation, job descriptions, protocols appropriate to cover emergency situations, and
administration procedures).
Td,le 6.23 shows which policy components were significant for each actual role and illustrates
the actual roles for which each component was seen as important. Thus it can be seen that
significantly more nurses acting in "emergency responsibility", "health surveillance", "health
screening" and "education" roles reported specific components within their organisations' OH
policy. The most significant components reported by those in an "emergency" and "education"
roles were specific; "protocols appropriate to cover emergency situations" (P<O.001) and "scope
of health services organisation, staffing and programme" (P<O.00l) respectively. Significantly
more nurses in a "consultant" role reported internal components and more nurses in a "health
surveillance" role reported both specific and internal components. Significantly less nurses in
"therapeutic", "environmental surveillance", "consultant", "training", "management" and "research"
roles reported specific components within their organisational OH policy. The most significant of
these was the omission of "administration procedures" (P<O.00l) within the "research" role.
Significantly less nurses in "health surveillance" and "emergency responsibility" roles reported
internal components within their organisational OH policy.
Tdile 6.24 shows which OH policy components were significant for each actual function and
illustrates the actual functions for which each component was seen as important. Thus it can be
seen that significantly more nurses with "emergency treatment", "record keeping", "health
screening", "individual counselling" and "health education and promotion" functions reported
specific OH policy components. The most significant of these were "protocols appropriate to cover
emergency situations" (P<O.00l), "administration procedures" (P<O.001) and "goals and specific
measurable objectives" (P<O.00l) for each group respectively. Significantly more nurses with
"health supervision" functions reported internal OH policy components; "inter-relationship with
the community" (PcO.001). Significantly less OH nurses with "assessment of exposure",
"informing workers of health hazards", "occupational safety" and "co-operation with outside
agencies" functions reported specific OH policy components; the most significant within each
group were "job description" (P<O.001), "protocols appropriate to cover emergency situations"
(P<O.00l), "job description" (P<O.00l) and "administration procedures" (P<O.001) respectively.
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Table 6.23 The influence of OH policy on actual roles.
Compiy	 Service	 Personnel	 Relationship
'°	 Philosophy Ethical 	 Goals	 Health Emergency Athnims*ra 	 Job	 Inter.r/sbip Health &




Health surveillance	 1.18'	 0.94'	 1.20"
Health screening	 0.97'	 085'	 1.01'
Education	 •	 0.99"
Emergency responsIbility	 -061'	 1.52"	 -0.76"
Th
Tramaig	 -0.39'
Environmental swveillancc 	 -057"
Consultant	 1.13'	 -0.91"
Management	 -091"	 -083"
Reseaicb	 -1.86" -1 94"
Loiitic regression test, regression coefficient,' P<0.05," P 0.01, " P 0.001.
Table 6.24 The influence of OH policy on actual functions.
Company	 Service	 Personnel	 Relationship
Mtual functions	 Philosophy Orgaanisa. Goala/	 Health Emergency Mminisira	 Job	 lnter.r/ship Health &




Health supervision of worker 	 1.05"
Health education & promotion	 0.99"
Individual counselling 	 0.98"





Development & maintenance of
	
058"
Co-operation with outside 	 -1.06"
agencies
Informing workers of health	 -0 96"
hazads
Occupational safety	 -0.97"	 -1.59"
Assessment of exposure	 -1.36"	 -1 50"












Logistic regreuicn te regina
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6.6.5 Policy for occupational health nursing
A comparison of actual roles and functions with respect to two OH nursing policy groups of OH
nurses was carried out using a series of Chi-square statistical tests. The results are given in TdIe
A 1.39 and Td'le A 1.40. (Appendix Al.) The responses were retrospectively divided into two
groups to aid discussion: those with an existing OH nursing policy and those with no OH nursing
policy.
A series of Chi-square tests was used to compare the actual roles of OH nurses with respect to
the two OH nursing policy groups. Only one role, "therapeutic" role (P=0.007), was statistically
significant with respect to the two OH nursing policy groups: in that the "no OH polic y group"
had more responsibility for therapeutic role. The actual functions of OH nurses with respect to two
OH nursing policy groups. Only two functions, "provision of a routine treatment service"
(P=0.037), and "health supervision of workers" (P-0.042), were statistically significant different
with respect to the two OH nursing policy groups. The OH nursing policy group had more
responsibility for health supervision of workers, and the no OH nursing policy group had more
responsibility for provision of a routine treatment service.
A comparison of the components in OH nursing policies, with respect to actual roles and
functions, was carried out using a series of logistic regression tests. The results are given in Td,le
6.25 and Table 6.26. The components were later divided into three categories to aid discussion:
personnel (written job descriptions, written professional and para-professional staff requirement,
written policies regarding staff meeting, development opportunities, and clearly delineated staffing
patterns); budget (budgets for the nursing component as well as the overall OH program) and skill
(individual general written instructions for extended nursing skills).
Table 6.25 shows which OH nursing policy components were significant for each actual role and
illustrates the actual roles for which each component was seen as important Thus it can be seen
that significantly more nurses acting in "emergency responsibility", "health surveillance", "health
screening" and "education" roles reported specific components within their organisation"s OH
policy. The most significant components reported by those in an "emergency", "health
surveillance" and "health screening" roles were personnel; "written job descriptions" (P<0 001).
Significantly more nurses in a "health screening" and "education" role reported personnel
components. Significantly less nurses in "therapeutic", "environmental surveillance", "consultant",
"training", "management" and "research" roles reported personnel components within their
organisational OH nursing policy. The most significant of these was the omission of "written job
descriptions" (P<0.O01) within the "consultant", "management" and "research" role. Significantly
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less nurses in "therapeutic", "health surveillance", "training" and "research" roles reported
personnel components within their organisational OH policy.
TthIe 6.26 shows which OH nursing policy components were significant for each actual function
and illustrates the actual functions for which each component was seen as important. Thus it can
be seen that significantly more nurses with "emergency treatment", "record keeping", and
"individual counselling" functi,ns reported personnel components with "wntten job descriptions"
being the most significant in all (P<O.001). Significantly more OH nurses with "health education
and promotion" functions reported budget components of the OH nursing policy; the most
significant was "budgets for the nursing component as well as the overall OH programme"
(P<O.00l). Significantly less nurses with "assessment of the degree of exposure", "iznmunisation",
"informing workers of health hazards", "occupational safety" and "co-operation with outside
agencies" functions reported personnel components in the OH nursing policy; the most significant
of these for all was "written job description" (P<O.001).
Personnel
Staffing	 Job	 Professional & Staffing
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Table 6.25 The influence of OH nursing policy on actual roles.
Personnel
Actual roles	 s	 Job	 Professional and	 Stalling
development	 description	 pa-profeauona3	 pattern
-
Health surveillance	 1.53"	 1.21"
Health screening	 1 11"
Education	 074"






Research	 .289"	 -1 63"	 1.86*
'Logistic regression test, regression coeflicient, * P<0.05, *S P<0 01,	 PcO.001.
Table 6.26 The influence of OH nursing policy on actual functions.
Actual functions
Health screening
Health supervision of worker
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6.6.6 Equipment and facilities used in the occupational health department
A comparison of OH nurses' equipment and facilities, with respect to their actual roles and
functions, was carried out using a series of logistic regression tests. The results are given in Table
6.27 and Table 6.28. The equipment and facilities were later divided into three categories to aid
discussion: treatment equipment (equipment for vision tests, audiometric tests, stress tests, X-ray
radiography), treatment facilities (treatment room, rest area with bed, physiotherapy room,
laboratory), educationally orientated facilities (private area for health education, conference room
and library), and space (waiting room, offices for doctors and nurses, storage room, changing room
and toilet and shower).
Table 6.27 shows which equipment and facilities were significant for each actual role and
illustrates the actual roles for which equipment and facilities was seen as important. Thus it can
be seen that significantly more nurses acting in an "emergency responsibility" role reported
treatment orientated facilities; "separate treatment room" (P<O.00l). Significantly more nurses
acting in a "health screening" role reported both treatment orientated facilities and space; the most
significant being "equipment for a vision test" (P<O.00l). Significantly more nurses in "health
surveillance" and "education" roles reported space ; "an office for the nurse" (P<O.00l) and
toilet/shower (P<O.001) respectively. Significantly more nurses in a "research" role reported
educational facilities. Significantly less nurses in "therapeutic" and "environmental surveillance"
roles reported treatment orientated facilities; for those in an "environmental surveillance" role the
most significantly undermentioned was a "separate treatment room" (P<O.00l). Significantly less
nurses in a "consultant", "training", "management" and "research" role reported space facilities;
the most significant of these for each were "toilet/shower" (P<O.00l) for those in a "consultant"
role , and "office for nurses" (P<O.001) for those in a "research" role.
Table 6.28 shows which equipment and facilities were significant for each actual function and
illustrates the actual functions for which equipment and facilities were seen as important. Thus it
can be seen that significantly more nurses with "provision of a routine treatment service",
"emergency treatment" and "development and maintenance of records" functions reported
treatment orientated space; a "separate treatment room" was most significant (P<O.00l) for those
with "provision of a routine treatment service" and "development and maintenance of records"
functions. Significantly more nurses with "record keeping", "individual counselling" and "health
education and promotion" functions reported space; the most significant for each of these groups
were "office for a nurse" (P<O.00l), "waiting room" (P<O.001) and "office for a nurse" (P<O.001)
respectively.. Significantly more respondents with "health supervision" and "health screening"
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(P<0.001)for the latter group. Significantly less OH nurses with "immunisation" and "co-operation
with outside agencies" functions reported space; in both these groups the most significantly under
reported was "office for a nurse" (P<0.001). Significantly less nurses with "informing workers of
health hazards" functions reported equipment and space, the most significant of theses being
"toilet/shower" (P<0.O0l); less nurses with "occupational safety functions reported treatment and
education orientated space, both significant at (P<0.001); and less of those with "assisting with
socio-psychological problems" functions reported both equipment and treatment the most
significantly under reported being "equipment for a vision test" (P<0.O01).
Table 6.27 The influence of equipment and facilities on actual roles.
Th	 Eãi	 Sr.
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Table 6.28 The influence of equipment and facilities on actual functions.
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6.7 The influence of the occupntion beth aid safety tean on actn mies aid functions
6.7.1 Staff in the occupational health department
Nurses
A comparison of actual roles and functions with respect to three OH nurse unit groups was carried
out using a series of Chi-square statistical tests. The results are given in Tthle A 1.41 and Tthle
A 1.42. (Appendix Al.) The OH nurse were retrospectively divided into three groups to aid
discussion: single nurse unit; two nurse unit; and multiple nurses unit.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to the three "nurse unit" groups. Two roles were found to be statistically significant: the
"emergency responsibility" (P=O.014) and "health screening" (P0.022). Significantly more of OH
nurses in single nurse unit had "emergency responsibility" role, and significantly more of those
in two nurse unit had a "health screening" role. The actual functions of OH nurses with respect
to the three nurse unit groups. Only two functions, "emergency treatment for accident and illness"
(P=O.025) and "individual counselling" (P=O.O 13), were statistically significant, in that the two
nurse unit group had more responsibility for emergency treatment for accident and illness, and
individual counselling.
Doctors
A comparison of actual roles and functions with respect to two "full-time doctor" groups of OH
nurses were carried out using a series of Chi-square statistical tests. The results are given in TthIe
A 1.43 and Tthle A 1.44. (Appendix Al.) The sample was retrospectively divided into two groups
to aid discussion: one group had a full-time doctor and the other had no full-time doctor.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two full-time doctor groups. Only one role, the "emergency responsibility" (P=O.001),
was statistically significant; in that OH nurses in departments with no full-time doctor had
significantly more responsibility for emergency responsibility role. Only for one function,
'emergency treatment for accident and illness' (P=O.004), was significantly different with respect
to the two groups; in that those OH nurses in department with no full-time doctor had more
responsibility for emergency treatment for accident and illness functions.
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Industñd hygienisb
A comparison of actual roles and functions with respect to two 'full-time industrial hygienist'
groups of OH nurses was carried out using a series of Chi-square statistical tests. The results are
given in Table 41.45 and Table A 1.46. (Appendix Al.) The industrial hygienist were
retrospectively divided into two groups to aid discussion: one group had a full-time industrial
hygienist and the other had no full-time industrial hygienist. A series of Chi-square tests was used
to compare the actual roles and functions of OH nurses with respect to two full-time industrial
hygienist groups, and there was found to be no significant differences.
Safety officers
A comparison of actual roles and functions with respect to two 'full-tune safety office? groups of
OH nurses was carried out using a series of Chi-square statistical tests. The results are given in
Table A 1.47 and Table A 1.48. (Appendix Al.) The safety officer were retrospectively divided into
two groups to aid discussion: one group had a full-time safety officer and the other had no full-
time safety officer.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two full-time safety officer groups, and in the majority of cases no significant
differences were found. Only two statistically significant differences were found and these were
'rehabilitation and resettlement' (P=O.035), and 'record keeping' (P0.038) The full-time safety
officer group had more responsibility for rehabilitation and resettlement, and these without a full-
tune safety officer had more responsibility for record keeping.
Mwu
A comparison of actual roles and functions with respect to two 'full-time manage? groups of OH
nurses was carried out using a series of Chi-square statistical tests. The results are given in Table
A 1.49 and Table A 1.50. (Appendix Al.) The managers were retrospectively divided into two
groups to aid discussion: one group had a full-time manager and the other had no full-time
manager.
One statistically significant difference was "therapeutic" role (P—().007). Those without a full-time
manager had more responsibility for the therapeutic role. The actual functions of OH nurses with
respect to two full-time manager groups, no significant differences were found.
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Secretaries
A companson of actual roles and functions with respect to two "full-time secretaries" groups of
OH nurses was carried out using a series of Chi-square statistical tests. The results arc given in
T,le A 1.51 and Td,Ie A 1.52. (Appendix Al.) The respondents were retrospectively divided into
two groups to aid discussion: one group had full-tune secretaries and the other had no full-time
secretaries.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to the two full-time secretaries groups. Only one role, "emergency responsibility"
(P=O.003), was statistically significant with respect to the two full-time secretaries groups; in that
OH nurses in departments with no full-time secretaries had more responsibility for the "emergency
responsibility" role. For the majority of functions no significant differences were found. Only for
two functions, "provision of a routine treatment service" (P=O.037), and "emergency treatment for
accident and illness" (P=O.00l), were there significant differences with respect to the two full-time
secretaries groups; in that OH nurses in departments with no full-time secretaries had more
responsibility for provision of a routine treatment service and emergency treatment for accident
and illness.
6.7.2 Professional relationships
A comparison of actual roles and functions with respect to three "department relationship" groups
of OH nurses was carried out using a series of Chi-square statistical tests. The results are given
in Td,le A 1.53 and Ta5le A 1.54. (Appendix Al.) The department relationships were
retrospectively divided into three groups to aid discussion: negative, neutral and positive
relationship.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to three department relationship groups. With respect to the actual roles of OH nurses
no statistically significant differences were found. Only one function, "meeting and
communication" (P=O.037), was statistically significant with respect to the three department
relationship groups; in that the more negative relationship group had significantly more
responsibility for meeting and communication.
6.7.3 Relationships with team members
Medical officen
A comparison of actual roles and functions with respect to two "contact members with medical
officers" groups of OH nurses was carried out using a series of Chi-square statistical tests. The
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results are given in Td,le A 1.55 and Tthle A 1.56. (Appendix Al.) The "contact members with
medical officers" were retrospectively divided into two groups to aid discussion: one had contact
members with medical officers and the other had no contact members with medical officers.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two "contact members with medical officers" groups. Only two roles, "therapeutic"
(P=O.044), and "emergency responsibility" (P=O.005), were there significantly different with
respect to the two contact members with medical officers groups; in that the "no contact members
with medical officers" group had more responsibility for therapeutic and emergency responsibility
role. Only one function, "immunisation" (P0.041), was significantly different with respect to the
two contact members with medical officers groups; in that the contact members with medical
officers group had more responsibility for ininiunisation.
Nursing colleag,ies
A comparison of actual roles and functions with respect to two "contact members with nursing
colleagues" groups of OH nurses was carried out using a series of Chi-square statistical tests. The
results are given in Tdle A 1.57 and TthIe A 1.58. (Appendix Al.) The contact members with
medical officers were retrospectively divided into two groups to aid discussion: one had contact
members with nursing colleagues and the other had no contact members with nursing colleagues.
A series of Chi-square tests was used to compare the actual roles of OH nurses with respect to
two "contact members with nursing colleagues" groups, no significant differences were found.
Only one function, "meeting and communication" (P=O.007), was significantly different with
respect to the two contact members with nursing colleagues groups; in that the contact members
with nursing colleagues group had more responsibility for meeting and communication.
Medial aYendwWs
A comparison of actual roles and functions with respect to two "contact members with medical
attendants" groups of OH nurses was carried out using a series of Chi-square statistical tests. The
results are given in Td,Ie A 1.59 and Tthle A 1.60. (Appendix Al.) The "contact members with
medical attendants" were retrospectively divided into two groups to aid discussion: one had
contact members with medical attendants and the other had no contact members with medical
attendants.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two contact members with medical attendants groups. Only one role, "emergency
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responsibility" (P=0.005), was there significantly different with respect to the two contact members
with medical attendants groups; in that the contact members with medical attendants group had
more responsibility for an "emergency responsibility" role. Three functions, "provision of a routine
treatment service" (P .0.004), "emergency treatment for accident and illness" (P=0.020), and
"development and maintenance of records" (P=0.026), were significantly different with respect to
the two contact members with medical attendants groups; in that the contact members with
medical officers group had more responsibility for provision of a routine treatment service and
emergency treatment for accident and illness, and the no contact members with medical officers
group had more responsibility for development and maintenance of records.
bidushial hygienists
A comparison of actual roles and functions with respect to two "contact member with industrial
hygienists" groups of OH nurses was carried out using a series of Chi-square statistical tests. The
results are given in Td,le A 1.61 and Tthle A 1.62. (Appendix Al.) The "contact members with
industrial hygienists" were retrospectively divided into two groups to aid discussion: one had
contact members with industrial hygienists and the other had no contact members with industrial
hygienists.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two "contact members with industrial hygienists" groups. Only one role, "training" role
(P=0.004), was significantly different with respect to the two "contact members with industrial
hygienists" groups; in that the contact members with industrial hygienists group had more
responsibility for training role. The actual functions of OH nurses with respect to two contact
members with industrial hygienists groups, no significant differences were found.
Safety officers
A comparison of actual roles and functions with respect to two "contact members with safety
officers" groups of OH nurses was carried out using a series of Chi-square statistical tests. The
results are given in Ta5le A 1.63 and Tdile A 1.64. (Appendix Al.) The "contact members with
safety officers" were retrospectively divided into two groups to aid discussion: one had contact
members with safety officers and the other had no contact members with safety officers.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two contact members with safety officers groups. Only two roles, "emergency
responsibility" (P=0.00l), and "management" (P=0.004), were significantly different with respect
to the two contact members with safety officers groups; in that the contact members with safety
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officers group had more responsibility for an emergency responsibility role, and the no contact
members with safety officers group had more responsibility for management role. The actual
functions of OH nurses with respect to two contact members with safety officers groups. Four
functions, "provision of a routine treatment service" (P=O.03 I), "emergency treatment for accident
and illness" (P='O.007), "specific health surveillance" (P=O.026), and "immunisation" (P=O.017),
had significant differences with respect to the two contact members with safety officers groups;
in that the contact members with safety officers group had more responsibility for provision of
a routine treatment service, emergency treatment for accident and illness, and specific health
surveillance; the "no contact members with safety officers" group had more responsibility for
immunisation.
Mwiag era
A comparison of actual roles and functions with respect to two "contact members with managers"
groups of OH nurses was carried out using a series of Chi-square statistical tests. The results are
given in Td,le A 1.65 and Tthle A 1.66. (Appendix Al.) The "contact members with managers"
were retrospectively divided into two groups to aid discussion: one had contact members with
managers and the other had no contact members with managers.
A series of Chi-square tests was used to compare the actual roles and functions of OH nurses with
respect to two contact members with managers groups. The actual roles of OH nurses with respect
to two contact members with managers groups, no significant differences were found. Only in one
function, "specific health surveillance" (P—O.037), was there a statistically significant difference
with respect to the two contact members with managers groups; in that the "no contact members
with managers" group had more responsibility for specific health surveillance.
6.8 The influence of exteiu factors on actu mIe mid functions
6.8.1 Current chanues in occupational hclth nursing
A comparison of change factors within OH nursing with respect to OH nurses actual roles and
functions was carried out using a series of logistic regression tests. The results are given in Tthle
6.29 and Ta!,1e 6.30.
Td,le 6.29 shows which cbimge factors were significant for each actual role and illustrates the
actual roles for which each factor was seen as importanL Thus it can be seen that significantly
more nurses acting in "emergency responsibility", "health surveillance", "health screening"; and
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"education" roles considered there were change factors influencing their role. The most significant
of these were "changes in consumer understanding and requirement of OH nursing" (P<O.001) and
"changes in OH nursing education" (P<O.00l), "prevention and early detection instead of treatment
of injuiy and primaiy care" (P<O.00l). Significantly less nurses acting in "therapeutic",
"environmental surveillance", "consultant", "training", "management" and "research" roles reported
change factors; the most significantly under reported factors being "prevention and early detection"
(P<O.001) for those in management rules and research roles.
Tthle 6.30 shows which change factors were significant for each actual function and illustrates
the actual functions for which each factor was seen as important. Thus it can be seen that
significantly more nurses with "provision of a mutaie treatment service", "emergency treatment",
"health supervision", "record keeping", "health screening" and "familiarisation with work
environment" functions considered there were change factors influencing OH nursing. The most
significant of these was "changes in OH nursing education" (P<O.00l) for those with "record
keeping" and "health screening" functions. Significantly less nurses with "rehabilitation and
resettlement", "assessment of the degree of exposure", "immunisation", "informing workers of
health hazards" and "occupational safety" functions reported change factors influencing OH
nursing. The most significant of these was "changes in OH nursing education" (P<O.001) for those
with "occupational safety" functions.
6.8.2 Factors influencing change
A comparison of the external influencing change lactors with respect to actual role and actual
functions was carried out using a series of logistic regression tests and the results are given in
Td'le 6.31 and Tthle 6.32. The influencing factors were retrospectively categorised in to eight
groups to aid discussion: socioeconomic change (economic/financial situation and politics/social
policy), awareness of health and environment (better awareness of health and environment and
ecological change), policy and legislation, economics evaluation (cost effectiveness of disease
prevention and early detection and cost-benefit analysis), health care deliveiy system, other nurse
practitioners, changing industrial system (working processes, computerisation and developments
in indusby), and interdisciplinary competition.
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Table 6.29 The influence of change on actual roles.
OH nuesing	 Increasing	 Development	 Economic/	 Prevention	 Consumers
Actuai roles	 education	 role	 a speciality	 Financial	 lintead of	 understanding
Health siaveillance	 1.69"	 1.04"	 0.93"
Health screening	 0.59'	 0.77"	 1.13"
Education	 075"	 050"





Management	 -071'	 -074'	 .0.96"
Research
	
	 -2.92"	 -1.70"	 -1.65"	 -1.47'
Logistic regression test, regression coefficient, * P<0 05, ** P<0.Ol, " P<.0.001.
Table 6.30 The influence of change on actual functions.
Actual functions	 OH nursing Increasing Development Econoinic/ 	 Political/	 Prevention	 Conswncrs
education	 role	 as a speciality Financial	 social	 instead of understanding
treatment
Health screening	 0.88"	 0.71"
Health supervision of worker	 0.46'	 0.61'
Health education & promotion	 1.00"	 0 87"
Individual counselling	 0.82"	 0.68"	 0.67"
Emergency treatment for accident 	 0.62'	 0.69"	 0.64'
Routine treatment	 0.36'
Record keeping	 0.99"	 0.66'	 0.78'
Development & maintenance of 	 0.53"
records
Co-operation with outside	 -0.78"	 -0.62'	 -054"
agencies
Infosining workers of health	 -0.70"	 -0.41'
hazards
Occupational safety	 -1.21"	 -0.83'	 -068'	 -0.54'
Assessment of exposure	 -1.04"	 -1.78"	 -101"	 -089"
Assisting with socio-psychological -0.71'	 -0.94"	 -1.28"
Rehabilitation & resettlement	 -0.57"
bnmuntsatioa	 -0.73"	 -1 03'
Familiarisation with work	 0 59'
environment




'Logistic regression test, regression coefficient,' Pz0 05," P 001, " P'-0.001.
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Tthk 6.31 shows which influencing factors were significant for each actual role and illustrates
the actual roles for which each influencing factor was seen as important. Thus it can be seen that
significantly more nurses acting in "emergency responsibility", "health surveillance", "health
screening", "education" and "training" roles considered there were external influencing factors. The
most significant of these were: awareness of health and the envimnment (P<O.001) for those in
"emergency responsibility" roles and economic evaluation (P<O.001) for those in "health
screening" roles. Significantly less nurses in "therapeutic", environmental surveillance",
"consultant", "training", "management" and "research" roles considered there were influencing
factors. The most significant of these was "heaLth care delivery system" factors (P<O.00I) for those
in "training" roles.
Tthle 6.32 shows which influencing factors were significant for each actual function and illustrates
the actual functions for which each influencing factor was seen as important. Thus it can be seen
that significantly more nurses with "provision of a routine treatment service", "rehabilitation and
resettlement", "emergency treatment", "health supervision of workers", "record keeping", "health
screening"; "individual counselling", "health education and promotion" and "development and
maintenance of records" functions considered there were external influencing factors. The most
significant of these were: "awareness of health and environment" (P<O.00l) for those with
"provision of a routine treatment", "emergency treatment" and "health screening" functions;
"economics evaluation" (P<O.001) for those with "health supervision" and "health education and
promotion" functions and "socio-economic change" (P<O.001) for those with "individual
counselling" functions. Significantly less nurses with "assessment of the degree of exposure",
"general health surveillance", "immunisation", "informing workers of health hazards",
"occupational safety", "assisting workers with socio-psychological stress" and "co-operation with
outside agencies" functions considered there were external influencing factors. The most
significantly under reported were: "economic/financial" (P<O.001) and "OH nursing education"
factors (P<O.00l) for those with "assessment of exposure" functions; "economics evaluation"
factors (P<O.00l) for those with "immunisation" functions; "policy and legislation" factors
(P<O.00I) for those with "occupational safety" and "co-operation with outside agencies" functions
and "aweness of health and environment" factors (P<O.00l) for those with "assisting workers
with socio-psychological problems" functions.
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Table 6.31 The influence of external factors on actual roles.
	Coat	 Cod.- Working Computer- Better Health cmc OH Economics EEC/UK
.cflial roles
	
effective- benefit process iution awareness delivery mmsmg /Financial legislation
	
isess	 analysis	 system educalion
Health surveillance	 1.56"	 0.21"
Health screening	 0.81"	 0.68'
Education	 0.44'	 0.53'
Emergency responsibility 	 -0.64',	 1 39"
Therapeutic	 -0.36'








Logistic regression lest, regression coefficient,' P<0.05," P 0.01, " P 0.001.
Table 6.32 The influence of external factors on actual functions.
	Cost Compu- Better Health	 OH Economic Politics EEC/UK Inter-us- Other
Actual functions	 effective- terisation aware-	 care	 musing /Financial /Social legisla- caphnaxy muse




Health supervision of worker	 052"
Health education & promotion 	 -0J7'	 1.62"
Individual counselling	 0.56'	 0.85"
Emergency treatment for 	 -0.76'	 1.65"
accident
Routine treatment	 0.56"	 -O 60'
Record keeping	 064'	 0.52'
Development & maintenance of 	 0.66"
records
Co-operation with outside	 -0.95"
agencies
Infonning workets of health	 -0.56'	 073'	 -0.66'	 -082"
hazards
Occupational safety	 -1.17"	 -1.05"
Assessment of exposure	 -1.11" -1.30"
Assisting with socio	 -1.fl"
-psychological problems
Rehabilitation & resettlement 	 -O 69"	 0 48'
Immunisation	 -066"
Familiarization with work
First-aid training for wotkers
Meetings & commwucation
General health awvdflance	 -0.36'
Specific health surveillance
Logistic regression test, regression coefficient,' P<0 05," P<001, " P 0.001.
ANALYSIS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 231
6.9 Preliminaiy summaxy of the influence of intenid factoii on actu inles aid functions
6.9.1 Actual roles
Through the use of Chi-square statistical tests and logistic regression analysis, OH nurses" actual
roles and functions were found to be significantly associated with several personal, professional
and environmental factors. Fustly, with regard to role, several significant associations emerged
(Td'le 6.33).
1) Therapeutic role
The therapeutic role was found to be significantly associated with a lower status (staff nurses and
enrolled nurses), absence of an OH and OH nursing policy, absence of a manger and no contact
with a doctor. The therapeutic role was found to be significantly negtively associated with a
professional motivation for remaining in an OH job, previous medical and surgical experience, the
perception of an environmental surveillance role as ideal and primary functions as ideal, the
perception of skill characteristics as ideal for OH nurses and the working environment as the
unique aspect of OH nursing, relationship and personnel components in an organisation's OH and
OH nursing policies respectively and the presence of equipment in the department. The therapeutic
role was found to be significantly positively associated with the perception of the tertiary role as
ideal and of personality characteristics as ideal for OH nurses.
2) Emergency responsibility role
The emergency responsibility role was found to be significantly associated with shift work, a
salary less than £13,000, an OHNP qualification, 5-9 years previous hospital experience, a
definition of OH nursing and OH nurses, an industry setting with less than 1,000 employees, a
single nurse unit with no doctor and no contact with a doctor, no secretary, contact with a medical
attendant and safety officer. The emergency responsibility role was found to be significantly
positively associated with a personal and professional motivation for taking an OH nursing job,
a positive (enjoyment of work) and professional motivation for remaining in an OH job, job
satisfaction through relationships in the workplace, previous surgical and accident and emergency
experience, a perception of education and tcrtiaiy roles as ideal, a perception of personality and
skill characteristics as ideal for OH nurses and prevention and recognition as the speciality aspects
and prevention and professional aspects as the unique aspects of OH nursing, the presence of
service and personnel components in an organisation's OH and OH nursing policies respectively
and the presence of treatment orientated space in the department. The emergency responsibility
role was found to be significantly negtively associated with the presence of company components
in an organisation's OH policy.
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3) Health surveillance role
The health su,veill-,ice role was found to be significantly associated with an industry setting. The
health sur'eillcmce role was found to be significantly positively associated with a professional
motivation for taking an OH nursing job, a positive motivation (enjoyment of work) for remmning
in an OH job, job satisfaction through relationships in the workplace, previous surgical and
accident and emergency experince, a perception of secondary roles as ideal and both primary and
secondary functions as ideal, a perception of skill characteristics as ideal for OH nurses and
prevention as the speciality and unique aspect of OH nursing, the presence of service and
personnel components in an organisation's OH and OH nursing policies respectively and the
presence of general space in the department.
4) Health screening role
The health screening role was found to be significantly associated with a two nurse unit with an
OH policy. The health screening role was found to be significantly positively associated with a
professional motivation for taking an OH nursing job, a positive motivation (enjoyment of work)
for remaining in an OH job, satisfaction with the job's working hours, previous medical, surgical
and accident and emergency experience, a perception of secondary and comprehensive roles as
ideal and both primary and secondary functions as ideal, a perception of personality and skill
characteristics as ideal for OH nurses, prevention as the speciality aspect of OH nursing and
prevention and promotion as the unique aspects of OH nursing, the presence of service and
personnel components in an organisation's OH policy and personnel components in an
organisation's OH nursing policy and the presence of equipment and general space in the
department.
5) Environmental surveillance role
The environmental surveillcaice role was found to be significantly associated with more than 5,000
employees in the workplace and a definition of OH nurses. The environmental surveillciice role
was found to be significantly neg1ively associated with personal and professional reasons for
taking an OH job, positive reasons for remaining in an OH job, satisfaction with job welfare,
previous medical and surgical experience, the perception of an educational and tertiary role as
ideal and tertiaiy functions as ideal, the perception of personality and skill characteristics as ideal
for OH nurses, prevention as the specialist aspect of OH nursing and professional aspects as the
unique aspects of OH nursing, service and personnel components in an organisation's OH and OH
nursing policies respectively and general space in the department.
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6) Consultant role
The consulni role was found to be significantly negatively associated with personal and
professional reasons for taking an OH job, positive reasons for remaining in an OH job,
satisfaction with work relationships and welfare, previous surgical and accident and emergency
experience, the perception of secondary and comprehensive roles as ideal and environmental
monitoring and tertiazy functions as ideal, the perception of personality and skill characteristics
as ideal for OH nurses, prevention as the specialist and unique aspects of OH nursing, service and
personnel components in an organisation's OH and OH nursing policies respectively and the
presence of general space in the department. The consultant role was found to be significantly
positively associated with the perception of an educational role as ideal and company components
in an organisation's OH policy.
7) Education role
The education role was found to be significantly associated with day shift only work pattern and
absence of a short professional course. The education role was found to be significantly positively
associated with a professional motivation for taking an OH nursing job, a positive motivation
(enjoyment of work) for remaining in an OH job, job satisfaction through direct care, previous
surgical experience, a perception of education roles as ideal and both primary and environmental
monitoring functions as ideal, a perception of personality and skill characteristics as ideal for OH
nurses and prevention as the speciality and unique aspect of OH nursing, the presence of service
and personnel components in an organisation's OH and OH nursing policies respectively and the
presence of general space in the department. The education role was found to be significantly
negatively associated with previous accident and emergency experience.
8) Training role
The Imining role was found to be significantly associated with regular contact with a hygienist.
The tmxning role was found to be significantly negatively associated with professional reasons for
taking an OH job, positive reasons for remaining in an OH job, satisfaction with working hours,
previous accident and emergency experience, the perception of an environmental surveillance and
tertiary role as ideal and secondary functions as ideal, the perception of personality characteristics
as ideal for OH nurses, prevention as the specialist aspect of OH nursing and professional aspects
as the unique aspects of OH nursing, service and personnel components in an organisation's OH
and OH nursing policies respectively and the presence of general space in the department The
training role was found to be significantly positively associated with the perception of an
educational role as ideal, the working environment as a specialist aspect of OH nursing and the
presence of treatment oriented space in the department
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9) Management role
The mcaiogem en! role was found to be significantly associated with a higher status (OH manager
or nurse advisor), a salary over £20,000, an OH Diploma, OH experience over ten years, the
presence of an OH nurse definition, a non-industry setting with more than 1,000 employees, and
no contact with a safety officer. The msragement role was found to be significantly negctively
associated with personal and professional reasons for taking an OH job, positive and professional
reasons for remaining in an OH job, satisfaction with work relationships, previous surgical
experience, the perception of educational and secondary roles and prim azy, secondary and tertiary
functions as ideal, the perception of personality characteristics as ideal for OH nurses, prevention
and working environment as the specialist and unique aspects of OH nursing, service and
personnel components in an organisation's OH and OH nursing policies respectively and the
presence of equipment and general space in the department. The management role was found to
be significantly positively associated with the perception of the comprehensive role and the
environmental monitoring function as ideal and the perception of skill characteristics as ideal for
OH nurses.
10) Research role
The resea,vh role was found to be significantly associated with a non-industry setting and the
absence of an OH nurses definition. The mragem en! role was found to be significantly nega'ively
associated with personal and professional reasons for taking an OH job, positive and professional
reasons for remaining in an OH job, satisfaction with work relationships, previous surgical
experience, the perception of educational and secondary roles and primary, secondary and tertiary
functions as ideal, the perception of personality characteristics as ideal for OH nurses, prevention
and working environment as the specialist and unique aspects of OH nursing, service and
personnel components in an organisation's OH and OH nursing policies respectively and the
presence of equipment and general space in the department. The management role was found to
be significantly positively associated with the perception of the comprehensive role and the
environmental monitoring function as ideal and the perception of skill characteristics as ideal for
OH nurses.
6.9.2 Actual functions
Secondly, with regard to function, several significant associations emerged. (Tdle 6.34).
I) Health supervision of the worker function
The hedth super'ision of the worker function was found to be significantly associated with the
presence of an OH nursing policy. The health supervision of worker function was found to be
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significantly positively associated with a professional motivation for taking an OH nursing job,
a positive professional motivation for remaining in an OH job, job satisfaction with role and
function in the workplace, previous medical experience, a perception of secondary roles and
functions as ideal, a perception of skill characteristics as ideal for OH nurses and recognition and
promotion as specialist and unique aspects of OH nursing respectively, relationship and personnel
components in an organisation's OH and OH nursing policy respectively and the presence of
equipment in the department. The health supervision of worker function was found to be
significantly negatively associated with a perception of prim azy functions as ideal.
2) Assessment of exposure function
The sessment of exposure function was found to be significantly negatively associated with
professional reasons for taking an OH job, personal, professional and positive (enjoyment of work)
reasons for remaining in an OH job, job satisfaction with working hours, previous medical,
surgical and accident and emergency experience, the perception of the educational role as ideal
and the primary and comprehensive functions as ideal, the perception of the educational role as
ideal, the perception of primary and comprehensive functions as ideal, the perception of
personality and skill characteristics as ideal for OH nurses, prevention and the working
environment as the specialist aspects of OH nursing and promotion, the working environment and
professional aspects as the unique aspects of OH nursing, service and personnel components in
an organisation's OH policy and personnel components in an organisation's OH nursing policy,
and treatment and general space in the department. The assessment of exposure function was
found to be significantly positively associated with the secondary function as ideal.
3) General health surveillance function
The geneni hedth surveillawe function was found to be significantly associated with between
1000-4,999 employees in the workplace. The function of generd hedth surve:llaice was found
to be significantly negatr#e1v associated with personal reasons for remaining in an OH nursing job,
the perception of prim my and environmental monitoring functions as ideal, and the perception of
personality characteristics as ideal for OH nurses. Thob function of general health surveillance was
found to be significantly positively associated with the perception of the secondary function as
ideal.
4) Specific health surveillance function
The specific hedlh sur.'eillawe function was found to be significantly associated with regular
contact with a safety officer and no contact with a manager. The function of specific hedzh
su,ve,lkjice was found to be significantly negatively associated with the perception of the
ANALYSIS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 236
environmental monitoring function as ideal and personality characteristics as ideal for OH nurses.
The function of specific health surveillance was found to be significantly positively associated
with the perception of the environmental monitoring function as ideal and skill characteristics as
ideal for OH nurses.
5) Record keeping function
The record keeping function was found to be significantly associated with a working week of less
than 35 hours, a salary less than £13,000, less than 1,000 employees, and the absence of a safety
officer. The record keeping function was found to be significantly positively associated with
personal and professional reasons for taking an OH job, personal and a positive (enjoyment of
work) motivation for remaining in an OH job, satisfaction with work relationships, previous
surgical, medical and accident and emergency experience, the perception of secondary roles and
functions as ideal, the perception of personality and skill characteristics as ideal for OH nurses,
the working environment and recognition as the specialist aspects and prevention and the working
environment as unique aspects of OH nursing, service and personnel components in an
organisation's OH and OH nursing policies respectively and general space in the department. The
record keeping function was found to be significantly negtively associated with skill components
in an OH nursing policy and the presence of general equipment in the department.
6) Health screening function
The health screening function was found to be significantly associated with attendance at a short
professional course, and an OH policy. The health screening function was found to be significantly
positively associated with a professional motivation for taking an OH nursing job, a positive
motivation (enjoyment of work) for remaining in an OH job, job satisfaction with direct care,
previous surgical and accident and emergency experience, a perception of the environmental
surveillance role as ideal and both environmental monitoring and secondary functions as ideal, a
perception of personality and skill characteristics as ideal for OH nurses and prevention as a
specialist aspect of OH nursing, a perception of prevention and promotion as unique aspects of
OH nursing, and the presence of service and personnel components in an organisation's OH and
OH nursing policies respectively. The health screening function was found to be significantly
negcaively associated with the comprehensive function as ideal and the presence of space in the
department.
7) Health education and promotion function
The hedth educazon ardpmmohon function was found to be significantly positively associated
with a professional motivation for taking and remaining in an OH nursing job, job satisfaction
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through working hours, previous surgical experience, a perception of education and environmental
roles as ideal and primary functions as ideal, a perception of personality and skill characteristics
as ideal for OH nurses, prevention as a specialist aspect of OH nursing and the working
environment as a unique aspect of OH nursing, the presence of service and skill components in
an organisation's OH and OH nursing policies respectively and the presence of general space in
the department. The health education and promotion function was found to be significantly
negctively associated with the tertiary function as ideal.
8) Rehabilitation and resettlement function
The rehth,li1€äion aid resettlement function was found to be significantly associated with a salary
of £ 16,000-19,999, a RGN qualification, an OH Diploma, a definition of OH nurses, and a full-
time safety officer. The rehabiliution zid resettlement function was found to be significantly
negively associated with job satisfaction with relationships, previous surgical and accident and
emergency experience, educational and secondary roles and environmental monitoring and
comprehensive functions as ideal, the perception of personality characteristics as ideal for OH
nurses, recognition and prevention as the speciality and unique aspects of OH nursing respectively,
and the presence of equipment in the department. The rehabilitation and resettlement function was
found to be significantly positively associated with the tertiary and comprehensive roles and
tertiary function as ideal.
9) Immunisation function
The immunision function was found to be significantly associated with a male gender, OH
nursing experience of over ten years, regular contact with a doctor and no contact with a safety
officer. The immunistion function was found to be significantly negively associated with
professional reasons for taking and remaining in an OH job, previous surgical and accident and
emergency experience, educational and tertiary roles and tertiaiy and comprehensive functions as
ideal, the perception of personality and skill characteristics as ideal for OH nurses, recognition as
a speciality aspect of OH nursing and prevention and promotion as the unique aspects of OH
nursing, service and personnel components in an organisation's OH and OH nursing policy
respectively, and the presence of general space in the department. The immunisation function was
found to be significantly positively associated with the perception of the primary function as ideal.
10) Emergency lxeatment for accident and illness function
The emergency tretment for rcident ad illness function was found to be significantly associated
with an OHNP qualification, a definition of OH nursing and OH nurses, an industry setting with
less than 1,000 employees, a two nurse unit with no full-time doctor or secretary and regular
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contact with a medical attendant and safety officer. The emergency tre€tment for €rcuient function
was found to be significantly positively associated with personal and professional reasons for
taking an OH job, personal and positive motivation (enjoyment of work) for remaining in an OH
job, satisfaction with relationships at work, previous surgical experience, the perception of
secondary and tertiaiy roles and functions as ideal, the perception of personality and skill
characteristics as ideal for 0H nurses, prevention and the working environment as the specialist
aspects of OH nursing and prevention aspects as the unique aspects of OH nursing, service and
personnel components in an organisation's OH and OH nursing policies respectively and treatment
oriented and general space in the department. The emergency treatment for accident function was
found to be significantly negtiively associated with the presence of educational oriented equipment
in the department.
11) Provision of a routine treatment service function
The provision of a routine tretment service function was found to be significantly associated
with a salary of between £13,000-15,999, an enrolled nurse qualification, an OHNP qualification,
a definition of OH nurses, an industry setting with less than 1,000 employees, the absence of an
OH nursing policy, no full-time secretary and regular contact with a medical attendant and safety
officer. The provision of a routine trectment service function was found to be significantly
positively associated with a personal motivation for taking and remaining in an OH job, job
satisfaction through working hours, the perception of an educational and tertiary role and tertiary
functions as ideal, the perception of skill characteristics as ideal for OH nurses and recognition
and professional aspects as the speciality and unique aspects of OH nursing respectively, and
service components in an organisation's OH policy and the presence of treatment oriented space
in the department. The routine treatment function was found to be significantly negaively
associated with the environmental surveillance role and the environmental monitoring function as
ideal and with the presence of educationally oriented equipment.
12) Familiansation with the work environment function
The fn ilk,is1ion with the work environment function was found to be significantly positively
associated with the perception of the environmental monitoring function as ideal, the perception
of recognition and promotion as speciality and unique aspects of OH nursing respectively, and
service components in an OH policy. The familiarisation with the work environment function was
found to be significantly negaively associated with relationship and personnel components in an
organisation's OH and OH nursing policy respectively.
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13) Informing workers of health hazards function
The function of :nfon'ning wo p*eic of health h'vrds was found to be significantly negatively
associated with professional reasons for taking an OH job, a positive motivation (enjoyment of
work) for remaining in an OH job, job satisfaction with welfare, previous surgical and accident
and emergency experience, perception of secondary and tertiary roles and the primary function
as ideal, the perception of personality and skill characteristics as ideal for OH nurses, the working
environment as the specialist aspect of OH nursing and promotion and professional aspects as the
unique aspects of OH nursing, the presence of service and personnel components in an
org anisation's OH and OH nursing policies respectively and the presence of space in the
department. The function of informing workers of health hazards was found to be significantly
positively associated with the environmental monitoring function as ideal.
14) Occupational safety function
The occupational safely function was found to be significantly associated with a salary of £20,000
or over, a non-industry setting, and no OH policy. The occupational safety function was found to
be significantly negatively associated with personal and professional reasons for taking an OH job,
a positive (enjoyment of work) and professional motivation for remaining in an OH job, job
satisfaction with working hours, previous medical, surgical and accident and emergency
experience, secondary, tertiary and comprehensive roles and functions as ideal, the perception of
personality and skill characteristics as ideal for OH nurses, prevention and the working
environment as both speciality and unique aspects of OH nursing and promotion as a unique
aspect of OH nursing, the presence of company and personnel components in an OH policy and
personnel components in an OH nursing policy, and the presence of freatment and educational
oriented space available in the department. The occupational safety function was found to be
significantly positively associated with the environmental monitoring function as ideal.
15) Individual counselling function
The individual counselling function was found to be significantly associated with a plan for a
further qualification, over 5,000 employees and a two nurse unit The individual counselling
function was found to be significantly positively associated with a professional motivation for
taking an OH nursing job, a positive motivation (enjoyment of work) for remaining in an OH job,
job satisfaction through working hours, previous surgical and accident and emergency experience,
a perception of secondary roles as ideal, a perception of primary and environmental monitoring
functions as ideal, a perception of skill characteristics as ideal for OH nurses and prevention as
the speciality aspects and promotion and professional aspects as the unique aspects of OH nursing,
the presence of service and personnel components in an organisation's OH and OH nursing
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policies respectively and the presence of space in the department. The individual counselling
function was found to be significantly negctively associated with the secondary function as ideal
and with the presence of equipment in the department.
16) Assisting with socio-psychological problems function
The sisting with sod o-psychologi cal problems function was found to be significantly negailvely
associated with professional reasons for taking an OH job, personal, professional and positive
(enjoyment of work) reasons for remaining in an OH job, job satisfaction with working hours,
previous surgical and accident and emergency experience, the perception of the educational and
tertiary roles as ideal and the secondary, tertiary and comprehensive functions as ideal, the
perception of skill characteristics as ideal for OH nurses, prevention, the working environment and
recognition as the specialist aspects of OH nursing and prevention and promotion as the unique
aspects of OH nursing, service and personnel components in an organisation's OH and OH nursing
policy respectively, and the presence of equipment and general space in the department. The
assisting with socio-psychological problems function was found to be significantly positively
associated with previous medical experience and the primary function as ideal.
17) First aid training for workers function
The first aid training for workers function was found to be significantly associated with an age
of less than 45 years, and an OHNC qualification. The first-aid training for workers function was
found to be significantly positively associated with previous surgical experience, the perception
of prim aiy and comprehensive functions as ideal, and company components in an organisation's
OH policy. The first-aid training for workers function was found to be significantly negalively
associated with previous medical experience.
18) Development and maintenance of records function
The development a7d mcantenaiice of records function was found to be significantly associated
with a female gender and no contact with a medical attendant. The development aid mthnten ice
of records function was found to be significantly positively associated with professional reasons
for taking an OH job, personal and a positive (enjoyment of work) motivation for remaining in
an OH job, satisfaction with welfare, previous surgical experience, the perception of a secondary
role as ideal and primmy and comprehensive functions as ideal, the perception of skill
characteristics as ideal for OH nurses, the working environment as the specialist aspect of OH
nursing and professional aspects as the unique aspects of OH nursing, personnel components in
an organisation's OH and OH nursing policies and the presence of general space in the department.
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The development and maintcnance of records function was found to be significantly negatively
associated with job satisfaction through direct care.
19) Meetings and communication function
The meetings &id communiccilon function was found to be significantly associated with a day
shift only duty pattern, an OH Diploma, a plan for a future qualification, a non-industry setting
with over 5000 employees, the presence of negative departmental staff relationships and regular
contact with nursing colleagues. The meetings iid communication function was found to be
significantly positively associated with personal reasons for continuing in an OH job, previous
surgical experience, and the perception of the comprehensive function as ideal. The meetings and
communication function was found to be significantly negtively associated with the perception
of the secondaiy function as ideal.
20) Co-operation with outside agencies function
Finally, the co-operation with outside agencies function was found to be significantly associated
with a definition of OH nursing. The co-operation with outside agencies function was found to
be significantly negatively associated with personal and professional reasons for taking an OH job,
positive and personal reasons for remaining in an OH job, job satisfaction through working hours
and with roles and functions, previous surgical experience, the perception of a secondary role as
ideal and environmental monitoring, secondary and tertiary functions as ideal, the perception of
skill characteristics as ideal for OH nurses, prevention as the specialist aspects and the working
environment and promotion as the unique aspects of OH nursing, service and personnel
components in an organisation's OH and OH nursing policies respectively and general space in
the department. The co-operation with outside agencies function was found to be significantly
positively associated with job satisfaction through direct care, comprehensive function as ideal and
the presence of educational equipment in the department.
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Table 6.33 Preliminany summaly: Internal factors influencing actual roles of OH nwses.
Actual roles	 Personal	 Proicanonal	 OH Nueaes	 Wodung	 OH and Safety
factors	 Backgroand	 Perceptiona/	 Environment	 Tenm
Beliefs
1)Therapeutic	 Positngp(3)	 HD319b	 IRiS	 Policy(2)	 Managr(2)
1F17	 Npolicy (2)	 CT (2)
CR2/S	 NPCMPT4
CR3	 EQU!P6
2) Emergency responnbiky	 Dutyr (2)	 PquaIi (4)	 Defolmgr (4)	 Indnst (2)	 Nir.e (3)
Salasygr (4)	 Hspexp (2)
	
Defolins (4)	 Noempgp (3)	 Doctor (2)
RC2/6'7	 HD7/S	 1R2J6	 PCMPTI/S/I 1
	
Seaetgr (2)
RJ9/10	 1F7/10	 NPCMPT3	 CTI (2)
S_SCORE3	 CHI 10/13	 EQUIPS	 CT3 (2)
ELEM2/5/6	 Cr5 (2)
UN4/S
3) Health surveillance	 RC4/5 617	 111)1/218	 1R3/4/9	 Induslgr (2)




4) Health acreenmg	 RC4/S	 lIDS/i 1/20	 1R3	 Policy (2)	 Nixse (3)




5) Environmental surveillance	 RCZ/5	 111)12	 Defohns (4)	 Noempgp (3)





6) Consultant	 RC1/5	 111)8/20	 1R3 6/9	 PCMPT9/10
RJ9	 ff10/13	 NPCMPT3
S SCORE3/6	 CH1 10/13
ELEM4
UNS
ducabon	 Dutygr(2)	 Scowe (2)	 1R7	 PCMPT4
RC4	 HD2PF/8	 ff13 16	 NPCMPT1
RJ2/3/9	 CH2/3	 EQUIP 17
S_ScORE2	 ELEM4
UN3/8







9) Management	 Posithgr (3)	 Pquahgr (4)	 Defohna (4)	 Industgr (2)	 Cr5 (2)
Salasygr (4)	 Wock,go (2)	 1E3P7/9	 Nocmpgp (3)





10) Rescerch	 RC4/5 6	 101/2/8	 Defolais (4)	 Industgr (2)
RJ2/9 10	 1R3 4/5	 PCMPT5/9
S SCORE1	 ff2/7 10/15	 NPCMPTIJ2/3
CR2/9 10	 EQUIP3I9 11
ELEMI/217
UN117/9
the ,inther si the	 icias to the ber ci ath-uaps ci pticu!x viables
b Refer to tuble 635 (page 245) kr an ezp!aniio nt the abb..d codes aned I thi table.
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Tale .34 Prelimin'y summary: Internal factors influencing actual functions of OH numes.
Actual fwictione	 Pasonal	 Professional	 OH Nwsss	 Wockmg	 OH ssd Saly
factoes	 Back&onad	 Peroeptions/	 Eavwoamc	 Tc
Beliefs




2) Assesascat of expose. 	 RC4//6t7	 HD1J2t7/8/12118 IR216t7	 PCMPT4/5




3) General health ieveallancc	 8110	 ff7 14/19	 Noempgp (3)
CH1 I
Specific health surveillence	 RB	 ff1/4/14	 CT5 (2)
CR217/li	 CT6(2)
5) Record keeping	 Workhrgr (3)	 HD1 8/13	 1R3	 Noeinpgp (3)	 Safetygr (2)
Sslarygr (4)	 HDIS/20	 ff5	 PCMPT9
RC1/7	 CHZ/8/10	 NPCMPT3
RJ2/9	 ELEMSI6	 EQUIP36
S SCORE3/4	 UN 1/3
6) Health screening	 RC617	 Scourse (2)	 IRS	 Policy (2)
RJ9	 HD2/8/13	 ff6 12/13 20	 PCMPT9
SSCORE2/5	 CR! 2/3	 NPCMFF1
ELEM4I6	 EQUIP4
UNS/9
7) Health education end	 RC4IS/6	 }flfl	 1R5/6	 PCMPT3




8) Rehabilitation end resettlement Salaiygr (3) 	 Qualigr (2)	 Defobns (4)	 EQUIP S	 Safetygr (2)





9) tmmiiithabon	 Sex (2)	 WodLyrgo (2) 	 LR217	 PCMPT9	 CTI (2)
RC415	 RDS/20	 1F8/9 16/19	 NPCMPT3	 cr5 (2)
S_SCORE6	 CH7 10	 EQU1P3
ELEM6
UN1/7
10) Emergency tteatment	 RC2/7	 Pqnaligr (4)	 Defohngr (4)	 Indust (2)	 Nirsegr (3)
RJ2/9	 liDS	 Defobm(4)	 Noctnpgp(3)	 Dociorgr(2)
S_SCORE3	 182/3	 PCMPTS	 Sccrctgr (2)
ff4/10	 NPCMPT3	 CT3 (2)
CR1 6/8/13	 EQUIPS/9 1114 CTS (2)
ELEM1I7
UNI/8
11) Routine tinalinent 	 Salaiygr (4)	 Quah& (2)	 Defobns (4)	 hdust (2)	 Seerutgr (2)
RC1tI	 Pquaiigr (4)	 182/ 5 6/8	 Nocmpgp (3)	 Cr3 (2)
812	 HD2/1 1	 ff10 11/14	 Policy (2)	 Cr5 (2)
S SCORE1	 CH13	 PCMPT3/*
ELEMS	 EQ(JIP&12
UN4
12) Fseih ion wh wo	 ff3/12	 PCMPT3
cnvgoana	 ELEM6	 NPCMPTI
UN7
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Actual tWictioi	 Personal	 Professional	 OH Niisaes'	 Working	 OH and Safely
factors	 B.ckgrowid	 Pceptic/	 Envisossneid	 Teen
Belith





14) Occupational safety	 Salarygr (4)	 111)1/4/5/8	 1R2/3/9	 lnduatgr (2)




15) Individual conindiling	 RC4/5 6	 HD218	 1R3	 Nocmp (3)	 Nwaegr (3)
RJ9	 1F2/4/13/15	 PCMPT9
S SCORE!	 CH2/1 1/12	 NPCMPT3
ELEMI	 EQUIP! 6/7
UN4/9
16) Assisting socio-p.ycbological RC4/5 6	 HD216/8/1 1/20	 IR1/3	 PCMPTS/9




17) First-aid training for workcii Agegp (2)	 Pqualigr (4)	 1F7 13 17	 PCMPT2I7
HDI 11
18) Development & maintenance Sex (2)	 HD2O	 1R3	 PCMPT5	 CT3 (2)




19)Mcctings&conimunicstion Dutygr(2)	 Pqualigr(4)	 ff10119	 Industgr(2)	 CT2(2)
RJ3	 Noempgp (2)
Dptimpgr (3)
20) Co-operation with outside 	 RC2t7	 HD2O	 Defohngr (4)	 PCMPT9





the number in the brackets rcfcs to the number of sub-groups of particular variables
b Refer to table 6.35 (page 245) for an explanation of the abbreviated codes teed in this table.
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Table 6.35 Guide to the abbreviations in Table 6.33, 6.34, 6.36 and 6.37 (in alphabetical order).
Abbreviation	 The meaning of the code
CR!	 Personal Characteristic: Efficiency
CH2	 Personal Characteristic: Good commwucabon skills
CH3	 Personal Characteristic: A sense of humour
CR4	 Personal Charactcnstic Inquisitiveness and inventiveness
CR5	 Personal Charactenstjc
CH6	 Personal Charscietastic: Maturity
CH7	 Personal Characteristic: Inteigence
CHS	 Personal Characteristic: Empathy
CR9	 Personal Characteristic: Well developed, effective inter-personal skills
CHIO	 Personal Characteristic: An enquumg and challenging mmd
CR1 I
	
Personal Characteristic: Taking on problems and solving them
CH12	 Personal Characteristic: Good management skill
CH13	 Personal Characteristic: Good basic niuhing skills
CH14	 Personal Characteristic. Good skills m written and oral presentation
CT!	 Contact Member: Medical officers
CT2	 Contact Member Nursing colleagues
CT3	 Contact Member Medical centre attendants
CT4	 Contact Member Industrial Hygienists
CT5	 Contact Member: Safety officers
CT6	 Contact Member Managers
CT7	 Contact Member Others
CTS	 Contact Member Secretazy
CT9	 Contact Member Physiotherapist
CT1O	 Contact Member First-aider
CT!!	 Contact Member: Training officers
CT12	 Contact Member Mmmistrator
CT13	 Contact Member: Medical programme co-ordinator
CTI4	 Contact Member Counsellor
CT15	 Contact Member Environmental health officer
DUTYPR	 Duty pattern: 2 groups: Day only work Shift wovk
DEFOHNGR	 Definition of OH nursing. 4 groups: AAONN ANA RCN others
DEFOHNS	 Definition of the OH nursing: 4 groups: ICOII-NC / AAOHN I USDL others
DOCTORGR	 Doctor 2 groups: Full time I Not full time
ELEMI	 Unique elements Working with healthy people
ELEM2	 Unique elements. Preventing disease and injuries
ELEM3	 Unique elements. Working in employees' workplace
ELEM4	 Unique elements: A preventative, health promoting speciality
ELEMS	 Unique elements Relative isolation from the main stream of nwmg wd other health professionals
ELEM6	 Unique ekmentz Not within the scope of nursing as is usually understood by the public
ELEM7	 Unique elements Pad of a more multi-disciplinary team
EQUIP!	 Eqwpment Waiting room
EQUIP2	 Equipment Office(s for doctor(s)
EQUIP3	 Equipment Office(s for nurse(s)
EQULP4	 Equipanant Facilities fur vision tent
EQUIPS	 Equipment Facilities for auduowefric tent
EQUIP6	 Equipment Facilities for stress ted
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Abbreviation	 The meaning of the code
EQUIP7	 Equipment Facilities for X-ray radiography
EQUIPS	 Equipment Separate treatment room(s)
EQUIP9	 Equipment Rest area with bed
EQUIP 10	 Equipment Private arcs for health education
EQUIP 11	 Equipment Conference area
EQUIP 12	 Equipment: Library space
EQUIP 13	 Equipment Storage room
EQUIP 14	 Equipment Physiotherapy room
EQUIP 15	 Equipment Laboratory room
EQUIP 16	 Equipment. Staff changing room
EQUIP 17	 Equipment Toilet shower
FQUIP1X	 Equipment Other equipment and tacthtics
MD!	 Previous hospital experience: Medicine
HD2	 Previous hospital experience: Surgery
HD3	 Previous hospital experience: Gynaecology
HD4	 Previous hospital experience: Obstetrics
HD5	 Previous hospital experience: Ophthalmology
HD6	 Previous hospital experience Intensive Carc
HD7	 Previous hospital experience. Operating Theatre
HDS	 Pre% ious hospital experience: Accident and Emergency
HD9	 Previous hospital experience: Neuro-surgery
HDIO	 Previous hospital experience: Neurology
HD1 1	 Previous hospital experience: Orthopaedics
HD12	 Previous hospital experience: Dermatology
HD13	 Previous hospital experience: Psediatrica
HDI4	 Previous hospital experience: Oncology
HD15	 Presious hospital experience: Geriatrics
HDI6	 Previous hospital experience: Psychiatry
MD17	 Previous hospital experience: Mental Handicap
HDI8	 Pre'ious hospital experience: Out-patients Depailment
HD19	 Previous hospital experience. Communicable Diseases
HD2O	 Previous hospital experience- Ear, Nose and Throat
HD21	 Previous hospital experience. Other Departments
HSPEXP	 Previous hospital experience, excludmg training: 2 groups. Yes No
IRl	 Ideal Role. Therapeutic role
1R2	 Ideal Role Emergency responsibility role
1R3	 Ideal Role- Health sarveillance role
1R4	 Ideal Role Health screening role
IRS	 Ideal Role. Environmental surveillance role
1R6	 Ideal Role Consultant Advisor role
lRl	 Ideal Role: Education role
IRS	 Ideal Role- Trainmg role
1R9	 Ideal Role Management role
IRIO	 Ideal Role Research role
IFI	 Ideal Function: Health supervision of workers
1F2	 Ideal Function. Asaeaanicnt of the ndwc id degree of cxpcssae
1F3	 Ideal Function: Undertaking general health surveillance
1F4	 Ideal Function: Specific health surveillance
IFS	 Ideal Function: Record keeping
1F6	 Ideal Function. Health aeenmg
1F7	 Ideal Function. Health education and promotion
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Abbreviation	 The meaning of the code
IFS	 Ideal Function. Rehabilitation and resettlement
1F9	 Ideal Function. lnimunisatioo
IHO	 Ideal Function: Emergency treatment for accidents and illness
IFI 1
	
Ideal Functioir Provision of a routine treatment service
ff12	 Ideal Function: Famiharisanon with the work environment
ff13	 Ideal Function: Informing workers of health hazards
IF 14	 Ideal Function: Occupational safety
IFI5	 Ideal Function: Individual counselling
ff16	 Ideal Function: Assisting workers with psycho-social problems
1F17	 Ideal Function: First-aid training for workers
IF1S	 Ideal Function: Development and maintenance of records
lFl9	 Ideal Function. Meetings and communications
ff20	 Ideal Function: Co-operation with outside agencies
INDUSTOR	 Industnal organiutlon 2 groups: Yes No
MANAGR	 Manager groups: 2 groups: Full tune Not full time
NURSEOR	 Number of nurses in the group 3 groups. Single nwse unit Two nwnc unit Multiple nurse unit
NOEMPGR	 Number of employees responsible for 3 groups: < 1,000 /1,000-4,999 >',000
NPCMPT1	 Components in OH nursmg policy: Written professional and pars-professional staff requirements including
functions, credentials and skills
NPCMPT2	 Components in OH nursing policy Clearly dcfmeated stalling pattern
NPCMPT3	 Components inOH nursing pohcy: Written job descriptions for each level of staff
NPCMPT4	 Components mOH nursing policy-Written policies regarding staff meetings,professional development
opptunities
NPCMPT5	 Components in OH nursing policy: Budgets for nursing component as well as the overall occupational
health programme
NPCMPT6	 Components in OH nursmg policy- Individual general written instructions for extended nursmg skills
PCMPT1	 Components in OH policy: Philosophy mission statement
PCMPT2	 Components m OH policy: Organisational chart company description
PCM	 Components in OH policy: Goals and specific measurable objectives
PCMPT4	 Components in OH policy: Scope of health services organisation. staffing and program
PCMPT5	 Components in OH policy: Job descriptions
PCMPT6	 Components in 011 policy: Personnel policies
PCMPT7	 Components in policy: Inter-relationships with community
PCMPTS	 Components in OH policy: Protocob appropriate to cover emergency situations
PCMPT9	 Components in OH policy: Admuuaflation procedures
PCMPT1O	 Components in OH policy: Ethical legal aspects of practice
PCMPT1 1	 Components in OH pohcy- Health and environment relationships
PCMPT12	 Components in OH policy: Other components
POLICY	 OH pohcy 2 groups: Yes No
POSITNGP	 Cwrent pout grade: 3 groups: High Middle Low
PQUALIOR	 Other professional and academic nursing qualifIcations: 2 groups: Yes No
RCI	 Reasons for choosing OH nwmg: Deytime west - no shift work
RC2	 Reasons for choosing OH nieamg: To cam money for the essential
RC3	 Reasons for choosing OH nursing Higher salazy, more annual leave
RC4	 Reasons for choosing OH nursing: Develop professional career
RC5	 Reasons for choosing OH nwamg: Independent work
RC6	 Reasons for choosing OH nursing: Caring for healthy people
RC7	 Reasons for choosing Off nursing More challenge
RC*	 Reasons for choosing OH nursing: No ether job available
RI!	 Reasons for continuing job: Fixed work pattern
RJ2	 Reasons for conimumg job: To earn money
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Abbreviation	 The meanmg of the code
RJ3	 Reasons for continuing job Higli salary, more annual leave, good pension
RJ4	 Reasons for contmuing job Develop professional career
RJ5	 Reasons for continuing job. Independent work
RJ6	 Reasons for continuing job. Carmg for healthy people
Rfl	 Reasons for continuing job: Good relationship with RM(Ys
RJ8	 Reasons for continuing job: Important position in organisstion
RJ9	 Reasons for continuing job: Enjoyment of work
RJIO	 Reasons for contmumg job. Continuing challenge
RJI 1
	
Reasons for continuing job Other reasons
SALARYGR	 Salary: 4 groups: <£13,000 £ 13,000-15,999 I £ 16,000-19,999 / >L 20,000
SCOURSE	 Attendence at short professional nursing courses: 2 groups: Yes / No
SECRETGR	 Secretary: 2 groups: Full time / Not hill time
SEX	 Sex of OH nurses: 2 groups: Male / Female
S-SCORE!	 Job satisfaction: Hours
S-SCORE2	 Job satisfaction: Facilities for direct care
S-SCORE3	 Job satisfaction: Relationships
S-SCORE4	 Job satisfaction: Professional development
S-SCORES	 Job satisfaction: Roles and functions
S-SCORE6	 Job satisfaction: Welfare
UN!	 Unique qualities of OH nursing: Preventing ill health and injury at work
UN2	 Unique qualities of OH nursing: Possessing a wide knowledge base
UN3	 Unique qualities of OH nursing: Providing health care in an environment dedicated to production and
_________ profit
UN4	 Unique qualities of OH nursing: Establishing long term relationships with a population, and providing
continuity of care
UN5	 Unique qualities of OH nursing: Able to directly influence decision makers
IJN6	 Unique qualities of OH nursing: Diverse problems and challenges
UN7	 Unique qualities of OH nursing: Improving working conditions
UNS	 Unique qualities of OH nursing: Providing health surveillance and maintenance uf health
UN9	 Unique qualities of OH nursmg: Promoting health in the workplace and community
WORKTRGR	 Number of years in OH nursing: 4 groups: <5 / 5-9 / 10-14 I> 15
6.10 Adjustment of the influence of internal factos on actual reles and functions
It was necessary to re-analyse the data to control the confounding variables of age, sex, level of
position, income, and reasons for continuing in an OH nursing job (personal factors), because
these factors were found to significantly influence the OH nursing practice (actual role and actual
function). Once these variables had been controlled through the analysis it was possible to more
clearly identify the effect of the independent variables on the dependent variables. On re-analysing
the significant data using the logistic regression test, from the previous chi-square test and the
logistic regression test, it appears that the focus of internal factors influencing the actual roles of
OH nurses is OH nurses' perceptions and beliefs (Tdile 6.36 and Tthle 6.37).
The statistical meaning of exponential B (Exp B) will be interpreted as follows. For examples, the
education as an ideal role is significantly positively associated with the actual role of education
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(B=2.92, Exp B=18.52, P=O.001). Thus the belief that the ideal educational role is associated with
the actual one was held 1*52 tunes more than the belief that it was not associated. In contrast,
when variables are significantly, but negatively associated with each other the value of Exp B will
always fall between 0 and 1. For example, a negative association was found between the actual
consultant role and the ideal characteristic of good basic nursing skills (B=-1.21, Exp B=O.30,
P=O.038).
6 10.1 Internal factors related to actual roles
Using logistic regression statistical tests, it was found that several internal factors, relating to OH
nurses' perceptions and beliefs (ideal roles, ideal functions, characteristics and unique qualities)
appeared to be strongly related to various components of their actual roles (Table 6.36).
1) Therapeutic role
In examining OH nurses' ideal roles the nurses perception of this therapeutic role was found to
be statistically significant (B=1.97, Exp B=7.16, P0.002). Thus, their perceptions and beliefs
positively correlated with their actual therapeutic role. General professional background was also
significantly associated with the actual therapeutic role of OH nurses, but previous experience in
gynaecology showed a negative association with the actual therapeutic role (B=-1.20, Exp B=0.30,
PO.O43). Similarly, with regard to the actual therapeutic roles of OH nurses, an inverse
relationship was found between two factors of the working environment, namely, equipment for
stress tests (B-2.23, Exp B0.1l, P=O.014).
2) Emergency responsibility role
The actual role of emergency responsibility was also positively associated with the OH nurse's
perceptions and beliefs (B=2.32, Exp B=10.13, P0.005) about their ideal role of emergency
responsibility. A positive correlation was also found between the provision of a treatment room
and actual emergency responsibility role (B1 .53, Exp 84.64, P0.028).
3) Health surveillance role
Similarly, the ideal role concerning health surveillance correlated positively with the actual role
(B1.73, Exp B=5.62, P=0 008) of health surveillance, as expected.
4) Health screening role
The OH nurses perceptions and beliefs relating to the ideal function of record keeping for
monitoring worker's health, was positively associated with the actual role of health screening
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(B=2.05, Exp B=7.75, P=0.019). Similarly, the ideal function, that is, perceptions and beliefs
related to health screening, positively correlated with actual health screening behaviours (B=2.84,
Exp B17.08, P=O.O11).
5) Consultant/adviser role
Regarding the consultant I adviser role of OH nurses, the ideal role was found to be positively
correlated (5=1.65, Exp B=5.25, P=O.002) with the actual role. Similarly, the ethical and legal
components of the OH nursing policy within the working environment were positively correlated
with the actual consultant role (5=1.25, Exp 5=3.50, P=O.021). However, the ideal characteristic
of good basic nursing skills correlated inversely with this actual role (B1.21, Exp B=O.30,
P=0.038).
6) Education role
The actual role of education was found to be positively associated with the ideal role (5=2.92,
Exp B= 18.52 P=0.O0l). The ideal function of informing workers of health hazards was positively
related to the actual role (B=l.lO, Exp 5=5.45, P=O.004), as was the ideal function of assisting
workers with psycho-social problems (5=2.86, Exp B17.47, P=0.024). The most important
personal characteristic relating to education was thought to be that of a sense of humour, which
correlated positively with the actual role of education (8=1.43, Exp B=4. 16, P0.033). Regarding
the unique aspects of OH nursing, providing health surveillance and maintenance of health were
considered important, and were positively associated with the actual role (B1.57, Exp B=4.79,
P=0.008).
7) Training role
The ideal and actual role of the OH nurse was found to be positively correlated (B0.93, Exp
B=2.53, P=0.039). Of the vanous members of the OH and safety team, the OH nurses indicated
having most contact with the industrial hygienists, and this was positively related to the actual
training role of the OH nurse (B=2.02, Exp 8=7.50, P=O.022). This seems particularly relevant,
in that, less than 10% of the OH nurses surveyed were working with an industrial (occupational)
hygienist, whereas nearly 50% were working with a safety officer (Tthle 5.30). However, previous
work experience in hospital accident and emergency departments was found to be inversely related
to the actual role of training (6=-ill Exp 5=0.28, P=O.005). A similar significant inverse
relationship was found between the personality characteristic of empathy (6=-i.01, Exp 6=036,
P=0.034) and the actual training role. The belief concerning working with healthy people as a
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unique quality of OH nursing was also inversely related to the actual training role of the OH nurse
(B-1.72, Exp B=O.18, P0.002).
8) Environmental surveillance, management and research roles
The three actual roles not to show any significant association with internal influencing factors
were those of environmental surveillance, management and research role.
6.10.2 Internal factors related to actual functions
The internal factors influencing the actual functions of OH nurses were identified, using a series
of logistical regression tests. As in the previous section concerning actual roles, the most prevalent
factors influencing actual functions are those relating to OH nurses' beliefs and perceptions.
Internal factors relating to working environment, also appear to be relatively common. (Tcthle
6.37).
1) Health supervision of workers function
Regarding health supervision of workers, the actual and ideal function were positively correlated
(B2.l8, Exp B8.86, P<0.O01).
2) Assessment of exposure function
The assessment of the nature and degree of exposure, with regard to ideal and actual function was
positively correlated (B=2.62, Exp B=13.75, P0.O01). Also, the ideal role of consultant/advisor
was positively correlated with the actual function of assessment of exposure (B=-2.17, Exp
B=0.11, P=0.O17). A negative correlation was found between the assessment of exposure function
and the policy components related to professional development and staffing (B =-2.54, Exp B0.08,
P=O.027).
3) General health surveillance function
The actual function of general health surveillance was negatively associated with the ideal function
of occupational safety (B-O.83, Exp B0.44, P=O.012). Also, the number of employees within
an organisation was negatively associated with the actual function of general health surveillance
(B-0.42, Exp B0.66, P0.027).Thus, with a smaller number of employees OH nurses undertook
less health surveillance.
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4) Specific health surveillance function
Regarding specific health surveillance, the actual function was positively correlated with ideal
function (3=1.29, Ep B=3.63, P<O.001). However, the actual function of health surveillance was
negatively associated with contact with managers (B-O.63., Exp B=O.53, PO.O39).
5) Record keeping function
The ideal and actual function of record keeping was positively correlated (B=1.76, Exp B=5.83,
P=O.003).
6) Health screening function
The ideal and actual function of health screening was positively correlated (B=l.87, Exp B=6.51,
P—O.012). Furthermore, the ideal role of environmental surveillance was also positively associated
with the actual health screening function (B=l.93, Exp B=6.89, P0.OlO).
7) Health education and promotion function
Regarding health education and promotion, the actual and ideal functions were positively
correlated (B=l.81, Exp B6.08, P=O.023). The unique concept among OH nurses of working with
healthy people was also positively correlated with the actual function of health education and
promotion (B1.28, Exp B=3.58, P0.019). Also, the provision of a job description appeared to
be positively related to the actual function of health education and promotion (B=l.02, Exp
3=2.78, P=O.033).
8) Rehabilitation and resettlement function
The ideal and actual function of rehabilitation and resettlement were positively correlated (B=l.40,
Exp B=4.07, P0.OlO). A positive association was also found between previous qualifications and
the rehabilitation and resettlement function of OH nurses (3=115, Exp B=3.16, P=O 001).
However, the ideal function concerning meetings and communication was negatively associated
with the rehabilitation and resettlement function (B=-l.20, Exp B030, P0.025). Health
surveillance was also found to be negatively associated with the rehabilitation and resettlement
function (B=-l.14, Exp B=0.32, P0.016).
9) Immunisation function
Regarding immunisation, the actual function and ideal function were positively related (3=2.74,
Exp 3=15.52, P=O.00l). The ideal function of rehabilitation and resettlement was however,
negatively related to the actual function of immunisation (B=-1.07, Exp 3=0.34, P=0.038). Thus,
ANALYSIS OF THE OCCUPATIONAL HEALTH NURSES' SURVEY 253
those who believed that rehabilitation and resettlement were important functions were less likely
to be those who were canying out immunisation procedures. The characteristic of an enquiring
and challenging mind was also negatively related to the actual function of immunisation (B=-l.62,
Exp B=O.2O, P0.009).
10) Emergency treatment function
With regard to emergency treatment, ideal function and actual function were positively correlated
(8=2.18, Exp B=8.88, P=0.006). The two most influential personal characteristics positively
associated with the function of emergency treatment were matwity (B259, Exp B=13.35,
P0.0l0) and efficiency (B2.21, Exp 8=9.13, P=0.049). The provision of an appropriate protocol
to cover emergency situations was positively associated with the actual function of emergency
treatment (8=2.59, Exp B=13.28, P=0.001). The number of employees within organisations was
also a statistically significant factor regarding emergency treatment function, but this was a
negative association (B=-2.35, Exp B=0.10, P=O.001), suggesting that, with larger the numbers
of employees there is less likelihood of the OH nurses undertaking emergency treatment.
11) Routine treatment function
A positive correlation was found between the actual function of routine treatment and the ideal
function (B=2.90, Exp B=1 8.16, P=0.O1O). Another important factor associated with the function
of routine treatment was the provision of a treatment room in the working environment (8=1.80,
Exp 8=6.08, P-0.007).
12) Famiiarisation with work environment function
The only one actual function not to show any significant association with internal influencing
factors was familiarisation with work environment function.
13) Informmg workers of health hazards function
The actual and ideal functions concerning "informing workers of health hazard? were positively
correlated (B=1.73, Exp B=5.67, P=O.002). The ideal function of assisting workers with psycho-
social problems was also positively associated with the actual function of giving infonnation about
health hazards (8=1.98, Exp 8=7.22, P=O.003). However, a negative correlation was found
between the provision of an appropne protocol to cover emergency situations and the actual
function of informing of health hazards (B=-1.37, Exp B=0.25, P=O.O10).
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14) Occupational safety function
Regarding occupational safety, the actual and ideal functions were positively correlated (B=3.09,
Exp B=22.06, P<O.001). A significant negative correlation was found between the actual function
of occupational safety and the provision of a librazy within the working environment (B=-2.43,
Exp B=O.09, P=O.005). This raises questions as to the function of the libraiy with regard to
occupational safety. It may bethat an assumption is made, that if information is freely available,
then actual responsibility towards safety rests with each individual. Furthermore, organisations
with libraries are generally the larger ones, and responsibility for safety may therefore rest with
the occupational hygienist or safety officer rather than the OH nurse.
15) Individual counselling function
The actual and ideal functions regarding individual counselling were positively correlated (B=1.12,
Exp B=3.05, P=O.045). The ideal role of general health surveillance was also positively related
to the actual function of individual counselling (B=2.79, Exp B16.24, P0.005). However, the
ideal function of specific health surveillance was inversely related to the actual individual
counselling function (B=-l.28, Exp B=0.28, P=0.032).
16) Assisting with psycho-social problems function
The internal factors that appeared to affect the actual function of assisting with psycho-social
problems were related to professional background. Previous experience working in a hospital
intensive care unit was positively related (B=2.26, Exp B=9.55, P=0.003), while previous
experience working in orthopaedics was negatively related (B=-2.72, Exp B0.07, P0.002) to this
actual function.
17) First-aid training function
The actual function and ideal function of first-aid training for workers was positively correlated
(B=1.25, Exp B=3.48, P=0.002). Also, previous experience in orthopaedics was positively related
to the actual first-aid training for workers function (B0.99, Exp B=2.69, P0.041). However, the
provision of a policy relating to inter-relationships with community personnel and resources was
inversely associated with the actual function of first-aid training for workers (B=-1.21, Exp
B=0.30, P=0.004).
1$) Developing and maintaining records function
Regarding the actual and ideal function of developing and maintaining records, a positive
correlation was established (B=1.62, Exp B=5.04, P=O 001). Furthermore, the ideal function of
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first-aid training for workers was also positively related to the actual function of developing and
maintaining records (B=l.14, Exp B3.1l, P'-O.019).
19) Meetings and communication function
The actual role and ideal function concerning meetings and communication was positively
correlated (B1.O7, Exp 8=2.92, P=O.0Ol). An industrial working environment, as opposed to a
non-industiial working environment, was also positively associated with the actual function of
meetings and communication (B1.11, Exp B3.04, P0.007)..
20) Co-operating with outside agencies function
Finally, the ideal and actual function of co-operating with outside agencies was positively
correlated (B=2.21, Exp B9.09, P<0.0O1). Interestingly, no internal factors emerged to suggest
any significant association with the actual function of familiarisation with the work environment.
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Table 6.36 Adjusted summaly: Internal factors influencing actual roles of OH nurses.
Actual roles	 Professional	 OH Nwses'	 Wokmg	 OH and Safety
Bsckound	 Perceptional	 Envic	 Tenm
Beliefs
1)Therapcetic	 Hi)3	 IR1	 Equipó
(-120,0.30,0.043)	 (1.97,7.16,0.002)	 (-2.23,0.11,0.014)
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Logistic regression test (Regression coefficient, Exponential regression coefficient, Probability)
Table 6.37 Adjusted swrnnaly: Internal factors influencrng actual functions of OH nurses.
Actual fwictioea	 Professional	 OH Nueses'	 Wrekmg	 OH and Safety
Background	 Perceptiona/	 Environment	 Team
Beliefs
1) Health siçuvanon fwostar 	 fF1
(2. 1g,S.S6,0.001)
2) of exposure	 fF2	 Npceçt4
(2.62,13.75,0.001)	 (-2.54,0.08,0.027)
(-2.17,0.11,0017)
3) General beallh nurvetilance	 fF14	 Noonp
(-0 83,0.44,0 012) 	 (-0 42,0.66,0.027)
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Actual fuactioi	 Pin(cuoeal	 OH Nurses	 Wockmg	 OH i4 Safety
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(2.90,18.16,0.010)	 (1.80,6.08,0.007)
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14) 0cc patrons! safety	 ff14	 Equipl2
(3.09,22.06,<0.001)	 (-2.43,009,0.005)
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19) Meetings & coicetsiui	 ff19	 hidit&
(1.07,2.92,0.001)	 (1.11,304,0.007)
20) Co-operetios wab oidc	 ff20
agcies	 (2.21,909, 001)
• Logistic re&euios lest (Recssio. cofficir, Exponential regreuion coefficient, Probability.
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6.11 Condusions
Of the internal influencing factors within the analytical model the four major factors emerged of
these. The "working environment" and "OH nurses' perceptions and beliefs" were the two greatest
influencing factors, while "professional background of OH nurse? and 00H and safety team" had
a lower percentage influence. The "working environment" factor consisted of five components:
the size of organisation (i.e. the number of employees), the type of organisation (i.e. industrial or
non-industrial), organisational OH policy, OH nursing policy; and OH equipment and facilities.
"OH nurses' perceptions and beliefs" was also made up of five components: ideal roles, ideal
functions, ideal characteristics of OH nurses, unique qualities of OH nursing, and differences
between OH nursing and general nursing. (Figure 6.3)
Within the external factors, there were twelve significant items Data analysis revealed the order
of importance to be as follows, starting with the greatest influencing factor OH nursing education,
cost effectiveness of disease prevention and early detection, legislation, better awareness of health
and environment, economic and financial situation and computerisation, health care deiveiy
system, working process and technical changes, political and social policy, interdisciplinary
competition, developing roles of other nursing practitioners and, finally, cost benefit analysis.
(Td,le 6.31 and Tthle 6.32) The twelve dynamic, external components to this framework represent
"outside" influences which have the capacity to effect any of the four internal factors, which in
turn have the capacity to influence OH nursing practice. Because the external factors are not
constrained to any particular internal factor, the framework can be conceived as rotational.
Therefore it is possible that any combination of external factors can influence an internal factor.
The benefit of this framework is that it is flexible enough to deal with fluctuating situations and
inevitable changes, because it is not rigid. Thus, the external factors can only indirectly influence
OH practice, whereas the internal factors directly influence OH practice. (Figure 6.4)
The major finding from this study, following a series of logistic regression tests, was the
identification of four internal factors and twelve external factors. The relationship between these
and OH nursing practice will be discussed in detail in Chapter *.
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Figure 6.4 Significant findings of the external factors influencing OH nursing practice.
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Chapter 7 Inlegnition of Main Findings fmm Key Peion's and
Occupational Health Nuies' Suivey
7.1 Introduction
The aim of this chapter was to integrate findings from the qualitative data from the key persons'
survey, with the quantitative data from the OH nurses' survey. In addition, the data from the open
ended questions and free format comment of OH nurses' survey questionnaires were integrated to
provide a more comprehensive picture.
In order to examine the similarities and differences between key persons' and OH nurses'
perceptions about OH nursing practice, relative rank order was utilised, where roles and functions
of OH nurses were ranked according to the frequency with which there were chosen by each
group.
The following topics will be discussed in detail: key persons' and OH nurses' perceptions and
beliefs; internal and external factors influencing OH nursing practice; OH nursing professional
development; their educational needs; and a need for a model in OH nursing practice.
7.2 Key penons' and occupational health nunes' pereeptions and beliefs
7.2.1 Congruence between key persons and occupational health nurses perceived the ideal roles
of occupational health nurses
In an attempt to establish how OH nurses perceive themselves, their roles were identified in this
study via a forced choice and open format questions, within the questionnaire. The five major
specific ideal OH nurse roles that have been identified in this study are health surveillance,
education, health screening, environmental surveillance, and consultant and advisor roles. (Td,le
5.17)
Regarding the six roles of promotion, prevention, management, care, protection and research,
interesting differences and similarities emerged between how key persons and OH nurses rated
the relative importance of these roles, in terms of ideal beliefs. Tthle 7.1 illustrates the results of
the rank order distributions for each group.
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Table 7.1 Comparison of ideal roles of OH nurses between key persons and OH nurses.
Key persons	 OH nurses
Key roles	 (No. in total)	 Rank	 (%)	 Rank
































































Research	 2/31	 6	 28.2	 4
Totalnumber	 31	 -	 244	 -
From Tthle 7.1 it is evident that the roles of prevention and promotion are endorsed as important
by both key persons and OH nurses. Interestingly, key persons ranked promotion as most
important, while OH nurses ranked prevention as the most important ideal role. With regard to
the components of the promotion role the key persons d OH nurses indicated that they thought
the educational component of the promotion role was more important than the consulting or
advising role. The ideal roles of promotion, management and care were rated higher by key
persons than by OH nurses, whereas the roles of protection and research were rated more highly
by OH nurses than by the key persons.
There were some notable differences and similarities between the two groups with regard to the
relative ranking allocated to the six roles. For example, one of the major differences in opinion
was identified with regard to the role of protection, where OH nurses rated it as the second most
important ideal role (2nd), but key persons rated itas the second least important (5th). A possible
explanation for this discrepancy may be that OH nurses we more aware of their actual
responsibility towards environmental surveillance - a component of the role of protection. This is
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likely, as about 60% of OH nurses work alone without the backup of a safety officer. Thus, the
responsibility involved in the actual role of protection may influence OH nurses opinions regarding
the ideal role. Key persons are not directly involved in environmental surveillance and therefore
are not influenced by the same pressures of responsibility.
Other interesting discrepancies in opinion were found regarding the roles of research and care. An
ideal research role was rated quite low by both groups, but it is interesting that it was the key
persons who rated it more negatively - indeed last (6th), versus 4th by the OH nurses.
Surprisingly, this pattern was reversed with regard to an ideal role of care, where the OH nurses
rated care last (6th) and the key persons rated it 4th. Also, considering the two main components
of the care role as related to therapeutic and emergency responsibilities, it is interesting to note
that the key persons identified the therapeutic as more important, while the OH nurses identified
the emergency responsibility component as more important. A possible explanation for this finding
is that individuals may discredit activities they frequently perform (such as "care" in the case of
the OH nurses, and "research" in the case of the key persons) and idealise those that they have
less experience of but are nevertheless familiar with (i.e. "research" in the case of OH nurses).
7 2.2 Congruence between the ideal and actual role
It is evident that most OH nurses perceived the ideal and actual preventative role of OH nursing
as a high priority. However, regarding the ideal and actual role of "care" there is a discrepancy
in priority, with the actual role being rated high (2nd out of the 6 ranks) while the ideal role is
rated as low (6th). This indicated that nurses feel that they should give more priority to the other
five roles, but think that they actually prioritise the care role highly in practice. It may be
problematic to achieve equality in prioritising ideal and actual practice regarding care, as care is
often given on a demand basis. The protection role also shows a discrepancy in priority rating
between ideal and actual practice. The ideal protection role is rated more highly (2nd) than the
actual practice role of protection which was rated fourth. Thus, it seem that OH nurses think that
protection is important and need to couccnbate more on achieving goals in actually, regarding this
role. (Tthle 7.2)
In comparing the priorities of the key persons with those of the OH nurses, in relation to the six
key roles (promotion, prevention, management, care, protection, and research) a number of
interesting differences emerged Most of key persons (i.e. OH nurse managers) rated the role of
promotion as highest, whereas half the nurses rated both the ideal and actual role of promotion
as third. Similarity, the role of protection was rated more highly by the nurses than by the key
persons. The ideal role of protection was rated second and the actual role of protection was rated
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as fourth by nurses in contrast to sixth by key persons. The other five roles were not that
dissimilar regarding priority ratings of nurses compared to key persons even thought none matched
exactly. A possible explanation for these differences may simply be that it reflects the different
orientation and perceptions of those working as nurse "managers" compared to nurse
"practitioners". Obviously both groups will have different goals, perceptions, etc. influenced by
reflective practice and experience. (TdIe 7.2)
Table 7.2 Comparison of the ideal roles between key persons and OH nurses.
Key persons	 OH nurses
Key roles	
No. in	 Ideal role	 Actual role
	
total	 Rank	 (%)	 Rank	 (%)	 Rank
Piumotlon	 25/31	 1	 585	 3	 53.4	 3
Educator	 20/31	 83.0	 66.0
Trainer	 2/16	 34.0	 40.7
Consultant/adviser	 13/31	 39.8	 31.5
Pievenlion	 15/31	 2	 79.3	 1	 82.8	 1
Health surveillance	 4/31	 88.0	 78.0
Health screening	 2/31	 70.5	 87.6
General prevention	 11/31
Management	 13/31	 3	 27.8	 5	 21.2	 5
Management	 10/31
Communication	 3/31
Administration	 1/31	 27.8	 21.2
Caie	 7/31	 4	 26.2	 6	 58.1	 2
Therapeutic	 7/31	 19.1	 45.2
Emergency responsibility	 1/31	 33.2	 71.0
Pnteedon	 6/31	 5	 68.0	 2	 39.8	 4
Environmental	 6/31	 68 0	 39.8
surveillance
Resesith	 2/31	 6	 28.2	 4	 4.1	 6
Totalnumber	 31	 -	 244	 -	 244	 -
In contrast to the findings related to practice (explained in the previous section) these findings
suggest that most OH nurses do in fact endorse the ideas and principles related to promoting
preventive - progressive practice. Thus it appears that although OH nurses would like to develop
and expand their practice from the "traditional" to the "progressive" they have not actually
achieved this at the present This may explain why some of the views endorsed by respondents
who completed the free format section in the questionnaire appear to be contradictory, in that they
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express both positive and negative views about OH nursing. For example, there do appear to be
some concerns about raising the profile of the OH nurse in conjunction with developing a less
traditional role.
In the positive and neutral comments regarding OH nurses' perceptions and beliefs a number of
statements referred to the belief about the importance of promoting the role and credibility of the
OH nurses and enhancing the image. These ranged from simple suggestions e.g. to change such
things as the title or the uniform to more complicated solutions such as demonstrating the cost
effectiveness of OH nursing and increasing involvement in the organisation's management.
However, implicit in these comments is an underlying dissatisfaction with the current status of OH
nursing, as is more overtly expressed by some of the negative comments. For example some
nurses expressed concerns about OH nurse's being viewed as "ministering angels", "a kindly caring
dogsbody", or "doing their job for the cause", and about OH nursing as "an escape route",
"tiresome on occasions", or "a job to spend the last 10 years of your career in" - all of which are
undermining statements. One respondent claimed that "after 28 years we are still missionaries".
Indeed, many OH nurses seemed to be worried or disillusioned about the future of OH nursing,
with comments such as "the job can soon become frustrating", "at the moment we feel to be
floundering", "we have lost momentum", and "we are banging our head against a brick wall"
appearing frequently. Many seem to be concerned with the lack of opportunity to extend their role
or fulfil their expectations or potential. As one nurse commented "it will diminish as a speciality
and merely revert to being glorified first aid".
Despite these concerns and negative statements, many OH nurses do enjoy aspects of their work
and value it. The following comments were not uncommon: "I am still interested in OH", "I am
very enthusiastic about OH", "it remains a pioneering field of nursing", "OH nursing is a very
rewarding area of nursing", and "it is as exciting as it was in the beginning".
Not surprisingly, it would appear that some OH nurses hold mixed views concerning beliefs and
perceptions of OH nursing, especially when a number of different issues are discussed together.
The following complete excerpt from one respondent illustrates this very well.
"Although OH has developed considerably since I first came into it, I feel it is regrettable
that a treatment service - even at specified times seems to be minimal or non existent. My
personal experience is that whilst it can be tiresome on occasions, it can be cost effective
by keeping people at work - early detection of problems either physical or environmental.
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By providing an ideal opportunity for one to one education it enhanced the credibility of
the OH nurse. It was welcomed by hospital and local GPs who were pleased to receive
specialist advice and without whose support we could not have functioned so well. The
result was very satisfied employees."
Here the respondent highlights the positive elements of OH nursing to be progress (although this
is not elaborated upon), economic efficiency and credibility, and the negative elements to be
concerned with actual practice/service and monotony. However, even the positive statements have
undertones of dissatisfaction, implied by the use of the past tense - as if they no longer apply in
the present climate.
7.2.3 Congruence between key persons and occupational health nurses themselves defined
occupational health nursing
In the main study the AAOHN's (1987) definition of OH nursing was seen as the most
appropriate, with 58% of respondents identifying this definition as the most salient out of a choice
of the four definitions. The second most salient definition was identified as the ANA, with 26.7%
of respondents identifying this one as most appropriate. (Tdile 5.19) The AAOHN's definition
frequently appears in text books which may explain its popularity with respondents, despite the
fact that this definition originates in American, and the respondents in this study are British nurses.
This definition also emphasises the application of nursing principles, health education, counselling,
environmental health, rehabilitation techniques and human relations skills to practice and
incorporates all workers in all occupations. In contrast, the definition supplied by the ANA is less
specific and comprehensive, focusing more upon the dynamics of OH nursing in terms of meeting
the fluctuating needs of employees working in diverse but specific environments. A major
difference in these definitions to that provided by the RCN (1985) is that they explicitly relate
knowledge to practice, whereas the RCN's definition does not even mention the importance of
applying any principles to practice. Instead it only emphasis the "doing" aspects of the job in
relation to its goals. Interestingly, The ILO's (1983) definition mentions only the application of
practice and procedures in order to achieve goals and does not specify what may be involved or
associated with these activities. Furthermore there is no mention of the utility of education or
theoretically based principles. Instead, the focus is implicity placed on "training" to enable
procedural practice. (Td,le 7.3)
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Table 7.3 Comparison of the definitions of OH nursing.
Definition	 AAOHN	 ANA (1968)	 RCN (1985)	 ILO (1983)	 Key persons
___________ (1987)	 _____________ ______________ _____________ _____________
Purpose	 The	 Applies	 Promotion of a The	 Promotion of
and	 application of profcssional 	 high degree of	 application of good health
practice	 nursing	 nursing	 physical and	 nursing	 and well-
principles in	 principles in	 mental health	 practice and	 being.
conserving	 developing	 and well-being, public health Prevention of
the health of and carrying	 Prevention of	 procedures for ill health and
workers in all out a nursing illness and 	 the purpose	 injury.
ocupationa	 service	 injury due to	 of conserving, Protection of
Prevention,	 the work	 promoting	 people at
recognition,	 Immediate	 and restoring	 work.
and treatment	 treatment for	 the health	 Maintenance
of illness and	 illness or injury	 of good
_________ injury	 ____________ arising at work. 	 health.
Focus	 Workers	 Changing	 People at work Individuals	 People at
All	 environment	 and groups	 work
occupations	 of the specific	 Workers
company as	 Employees
well as the	 Groups
needs of its
employees_______________ _____________ _____________
Location	 Specific	 Working	 Places of	 Workplace
company	 environment	 employment	 Working
environment
Knowledge Nursing	 Nursing	 None	 Nursing	 Special skills
needed	 principles	 principles	 practice	 and








Interestingly, none of the definitions about the OH nurse used in this study originated in Britain.
However, the RCN (1991) was recently agreed a definition but this was too late to be incorporated
in this study. In the main study the ICOIFs definition was found to be the most appropriate, with
46% of respondents identifying this definition as the most salient out of a choice of the three
definitions. The second most salient definition identified was the AAOHN's (1987), with 24.7°!.
of respondents identifying this one as most appropriate. The third most appropriate definition
identified was written by the USDL, with 22.1% of respondents preferring this option. (Tthle
5.20)	 -
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The major difference in the defmition supplied by the ICOH is that it focuses upon how OH
nurses think about their work. In contrast the other two defmitions provided by the AAOHN and
the USDL focus upon what nurses are employed to do, that is, their purpose or the functional
aspects of the job. The ICOH's definition also emphasizes the importance and special nature of
individuality with regard to how OH nurses perceive their relationship with clients, and does not
ignore the social or cultural context within which this relationship takes place. In contrast the other
two definitions and especially that provided by the USDL, appear to be more mechanistic in
nature, disregarding the humanistic aspects of the OH nurse in relation to his/her work with other
people. (TdIe 7.4)
Table 7.4 Comparison of the defmition of OH nurse.
Definition	 ICOH-NC	 AAOHN (1987) USDL	 RCN (1991)	 Key persona
Qualification	 OH nwse	 Registered	 Qualified	 RGN





Purpose and	 Perceives the	 for the purpose	 Gives nursing service	 Provide nursing
practice	 workers as a	 of conaewing,	 miter general medical 	 care in the
total	 protecting, or	 direction wiuch include
	 workplace.
individual,	 restoring the	 first-aid dressings, keeping
	 Promote
fteats his or	 health	 records of patients treated;
	 phvsical.mental
her response	 preparing accident reports	 and social
to potential	 for compensation Carrying 	 well-being,
and/or cxistmg	 out programs involving	 Prevent injury
adverse	 health education, accident 	 and disease.
conditions, and	 prevention, evaluation of
considers the	 plant environment, or other
implications	 activities affecting the
health, welfare, and safety
of all personnel	 ____________
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7.2.4 Congruence between key persons and occupational health nurses perceived characteristics
of occupational health nurses
The importance attached to personal characteristics thought to affect the effectiveness of the OH
nurse appears to vary between key persons and OH nurses in some veiy interesting ways. Td,Ie
7.5 outlines the personality characteristics studied, and the relative importance attached to them
which is expressed in rank distribution. These charactenstics merit special attention because both
OH nurses and key persons used their opportunity to express an opinion about these facets of
personality. OH nurses responded via the questionnaire and the key persons either mentioned this
in the interview with the researcher or expressed their opinions through open ended questions in
the questionnaire survey. The 14 characteristics considered here are: good communication skills,
good management skills, independence, inquisitiveness, intelligence, inter-personal skills, empathy,
maturity, a challenging nature, a sense of humour, good written and presentation skills, problem
solving ability, efficiency and good nursing skills.
Table 7.5 Comparison of ideal characteristics of the OH nurse between key persons and OH nurses.
Key persons	 OH nurses
Characteristics	 (No. in total)	 Rank	 (%)	 Rank
Good communication skills	 10/31	 1	 74.2	 1
Good management skills	 9/31	 2	 33.6	 7
Independent	 6/31	 3	 35.2	 5
Inquisitive	 5/31	 4	 18.9	 14
Intelligent	 5/31	 5	 20.9	 13
Inter-personal skills	 4/31	 6	 61.9	 2
Empathy	 4/31	 7	 30.7	 8
Maturity	 3/31	 8	 25.0	 12
Challenging	 2/31	 9	 41.4	 3
Asenseofhumour	 2/31	 10	 35.7	 4
Good skills in written and	 2/31	 11	 27.9	 10
presentation
Problem solving	 2/31	 12	 27.2	 11
Efficiency	 1/31	 13	 28.7	 9
Good nursing skills	 1/31	 14	 34.4	 6
Total number	 31	 -	 244	 -
INTEGRATION OF THE MAIN FINDrNGS 270
The three characteristics most highly appreciated by the key persons were good communication
skills (rank 1), good management skills (rank 2) and independence (rank 3). In conlrast, the OH
nurses ranked the following characteristics highly: good communication skills (rank 1), inter-
personal skills (rank 2) and a challenging nature (rank 3). Likewise, the three characteristics
receiving the lowest ratings from the key persons (good nursing skills = 14, efficiency = 13, and
problem solving - 12) were not the same as those rated by the OH nurses (inquisitiveness = 14,
intelligence = 13, and maturity = 13).
Regarding the difference between ranks from both groups, the following characteristics represented
the largest deviations, where the key persons rated characteristics more highly than did the OH
nurses: inquisitiveness (difference = +10), intelligence (difference = +8) and good management
skills (difference = +5). Conversely, the following characteristics represent the largest deviations
in the opposite direction, where OH nurses rated charactenstics more highly: good nursing skills
(difference = -8), a challenging nature (difference = -6) and a sense of humour (difference = -6).
Regarding the similarities in rank order grades, allocated to the varying personality characteristics
studied by both groups, those most similar were: good communication skills (difference = 0),
empathy (difference = +1), good written and presentation skills (difference = -1), problem solving
ability (difference = -1), and independence (difference = +2).
Thus, to sunimarise, it appears that key persons and OH nurses agree upon the relative importance
of good communication, written and presentation skills; empathy; problem solving ability and
independence with regard to effective OH nursing practice However they disagree on the relative
importance of most of the other variables studied. It appears that key persons grve more credence
to attributes such as good management skills, inquisitiveness and intelligence, whereas OH nurses
value attributes such as a sense of humour, a challenging nature and good nursing skills.
7.2.5 Relationships with community health nurses
In attempting to identify any divergent views between key persons and OH nurses regarding the
relationship between OH nurses and community health nurses the relationship was studied in terms
of five degrees of strength. For purposes of clarity the veiy strong and quite strong categories can
be merged to indicate a positive relationship, while the last two categories of very little and none
can be merged to indicate a negative relationship, with the wsome contactN category corresponding
to a neutral relationship.
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TabJe 7. Comparison of the relationship between community health nursing and OH nursing between key
persons and OH nurses.
Key persons	 OH nurses
Relationship	 (No. in total)	 Rank	 (%)	 Rank
Very strong	 14/31	 1	 18.5	 2
Quite strong	 2/31	 4	 18 5	 3
Some contact	 2/31	 3	 17.9	 4
Very little	 11/31	 2	 27.8	 I
None	 1/31	 5	 11.7	 5
Total number	 31	 244	 -
It appears from Tthle 7.6 that slightly more OH nurses viewed the relationship with community
health nursing as negative (39.5) rather than positive (37.0) but slightly more key persons
expressed positive opinions (1 6t3 1) rather than negative ones (12/31). Overall, however it appears
that in both groups of respondents' opinions are fairly arbitrarily spread between the five options,
as are the corresponding ranks. Considering the key persons responses separately, the "very
strong" response category was mainly endorsed by American respondents, whereas the "very little"
response category was mainly endorsed by UK respondents. It is likely that this response
difference reflects the external influence of different OH nursing education patterns in both
countries. In the US, OH nursing education is considered as a sub-speciality within community
health nursing, but in the UK community nursing education is completely separate from OH
nursing education. This may also account for the relative responses of the OH nurses (all working
in the UK), where only 37% considered the relationship between 01-1 nurses and community
nurses to be either very strong or quite strong. Most (63%) considered their contact to be minimal
or non-existent. It therefore appears that the limited opportunity for communication, during
education, between the two disciplines may explain why 63% do not have strong relationships
with community nurses. It is probable that the remainder (37%) who report stronger relationships
with community nurses do so because of their working environment or because of individual
differences in communication skills.
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7J Internal and external factois influencing occupional health inning pmctice
Four internal and eight external factors thought to influence practice were ranked by OH nurses
to indicate priorities in these issues, and ranked by the researcher in accordance with the
qualitative analysis obtained from the key persons.
The four internal factors were: OH nurses' perceptions and beliefs, working environment OH
nurses' professional background and OH and safety team. Most of these internal factors of interest
were ranked similarly indicating convergent opinions within both groups of respondents, namely
the key persons and the OH nurses. The two most similar and highly ranked factors were: OH
nurses' perceptions and beliefs and working environment. The two most similar but lowly ranked
factors were: OH nurses' professional background and OH and safety team (Tdüe 7.7).
Table 7.7 Comparison of the external influencing factors for OH nursing between key persons and OH
nurses.
Key persons	 OH nurses
Influencing factors	 (No. in total)	 Rank	 (%)	 Rank
Internal factors	 16/31
OH nurses' perceptions and	 8/31	 1	 5I6	 1
beliefs
Working enviroimient	 7/31	 2	 1
OH nursing professional 	 1/31	 3	 2/6C	 3
background
OH and safety team	 1/31	 3	 l/3	 3
Total number	 31	 -	 244	 -
of the OH nurses perceptions and beliefs indicator variables statistically significant (5 out of 6).
h Five of the working environment indicator variables statistically significant (5 out of 6).
Two of the OH nurses' professional background indicator variables statistically significant (2 out of 6).
One of the OH and safety team indicator variables statistically significant (1 out of 3).
The external factors are: policy (social and political) and legislation (EEC/UK), OH nursing
education, socio-econosnic change based on the economic and financial situation, economic
evaluation which includes cost effectiveness and cost-benefit analysis, health and environment
issues, the industrial system which is influenced by working processes and technological cbaiges,
developments in indushy and computerisation, the health care dclivay system and the
interdisciplinaiy competition between other nuiiuug practitioners and other practitioners (Td,le
7.8).
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Table 7.8 Comparison of the external influencing factors for OH nursing between key persons and OH
nurses.
Key persons	 OH nurses
Influencing factors	 (No. in total)	 Rank	 (%)	 Rank
Enema! factors	 29/31
Policy and legIslaIl.n	 13/31	 1	 73.9	 4
EEC/UK legislation	 7/31	 93.7
Politics/Social policy	 8/31	 54.0
OH noising education	 9/31	 2	 74.9	 3
Socio-economics change	 8/31	 3	 82.8	 1
Economic/financial situation	 6/31	 82.8
Social change	 2/31	 -
Economics evaluation 	 5/31	 4	 76.2	 2
Cost effectiveness	 3/31	 88.7
Cost-benefit analyses 	 2/31	 63.6
Health and environnrnt issues 	 1/31	 5	 71.3	 5





Changing industiial system	 1/31	 5	 70.8	 6
Working processesiTechnology 	 1/31	 82.4
changes
Developments in industzy	 -	 78.2
Computerisation	 -	 51.9
Health caie deliveiy system	 0/31	 7	 51.0	 7
Intenlisclplinaiy competition 	 0/31	 7	 36.0	 8
Other nursing practitioners 	 -	 45.6
lnterdisciplinaiy competition	 -	 26.4
Total number	 31	 -	 244	 -
The three most similar and highly ranked factors were: OH nursing education which was ranked
2nd by key persons and 3rd by OH nurses, socio-economic changes which was ranked 3rd by key
persons and 1st by OH nurses, and economic evaluation which was ranked 4th by key persons and
2nd by OH nurses. Interestingly, OH nurses viewed cost effectiveness as more important than
cost-benefit analysis. However, key persons viewed both types of analysis as relatively equally
important. The three most similar but lowly ranked factors were: interdisciplinaiy competition
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which was ranked 8th by both groups of respondents; the health care delivery system which was
ranked 7th by both groups of respondents; and equally the changmg industrial system and the
health and environmental issues factor, where the first factor received a ranking of 5th from key
persons and 6th by OH nurses, and vice versa for the health and environmental factor. Indeed this
general pattern is similar to the trend found after statistical analysis which helped formulate the
model which is discussed in detail in Chapter 8.
The major disagreement in ranking was related to policy and legislation. Here, the OH nurses
rated the importance of this factor to practice as 4th, whereas the key person data indicated it's
importance to be primary (1st). The possible explanation for this frnding is that key persons may
have more direct involvement with policy formulation and evaluation and may experience and
believe policy and legislation to be more integrated than do OH nurses who may believe that their
roles and functions are more influenced by legislation than by policy. This explanation seems
plausible in the light of data indicating that more OH nurses rated legislation as of greater
important than policy whereas key persons expressed a view that they were equally important.
With regard to the actual roles and functions of the OH nurse there were six main significant
influencing factors were found to be "OH nursing education", "cost effectiveness of disease
prevention and early detection", EEC or UK legislation, "better awareness of health and
environment", "economic or financial situation", and "computerisation" (Td,le 6.31 and Tthle
6.32)
The actual training role and actual function of record keeping and informing workers of health
hazards were found positively influenced by "OH nursing education" The actual management and
research role and actual function of health education and promotion, assessment of exposure and
rehabilitation and resettlement were found negatively influenced by "OH nursing education". The
actual health surveillance, health screening and education role were found positively influenced
by "cost effectiveness of disease prevention and early detection". The actual therapeutic and
research role and both of the actual functions of emergency treatment for accident and injuiy and
immunisation were found negatively influenced by "cost effectiveness of disease prevention and
early detection".
The actual function of health supervision of workers and health education and promotion appeared
to be positively influenced by "EEC/UK legislation". The actual management role and actual
function of occupational safety, informing workers of health hazards and co-operation with outside
agencies also appeared to be negatively influenced by "EEC/UK legislation". The actual
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emergency responsibility role and actual function of health screening, emergency treatment for
accident and injuiy, and routine treatment were found positively influenced by "better awareness
of health and environment".
The actual training role and actual function of assisting with psycho-social problems were found
negatively influenced by "better awareness of health and environment". This was related to the
actual function of individual counselling and record keeping and positively influenced by
"economic/financial situation". The actual research role and actual function of assessment of
exposure also appeared to be negatively influenced by "economic/financial situation". The actual
health screening role and actual function of development and maintenance of records were found
positively influenced by "computerisation". The actual training role an& actual function of
occupational safety, informing workers of health hazards were found negatively influenced by
"computerisation". Furthermore, The actual function of famiiarisation with work environment,
first-aid training for workers, meeting and communication and specific health surveillance did not
appear to be related to any significant with the external factors.
7.4 Occupational health nursing professional development
7.4.1 Main issues and oroblems facing occupational health nursing
From Td,le 7.9 below, it can be seen that key persons and OH nurses ranked most of the items
related to main issues and problems encountered in OH nursing similarly. However, two
discrepancies were identified. First, with regard to the issue of'lack of team work and acceptance
of each other's abilities', key persons ranked this higher (4th) than did the nurses (8th). Therefore,
it seems that key persons are more concerned than nurses about this issue. A possible explanation
is that, because key persons have, in general, higher status positions and can be considered to have
extended their role, they are more likely to be in direct competition with other team members who
may also be qualified to carry out similar tasks. Such conflict would be expected to aggravate
effective team work and lead to denunciation of each other's abilities if one person felt the other
encroached upon their job specificity. The second discrepancy was concerned with the item: "lack
of understanding of roles by employees", where the nurses were more concerned than were the
key persons. A similar explanation may suffice, in that, employees may attribute a lower status
to the nurse because of the often "task oriented" and repetitive nature of some areas of direct care
given and received. Employees may not understand or appreciate the additional skills and
knowledge that the OH nurse has, which may explain why OH nurses may feel undervalued and







INTEGRATION OF THE MAIN F[NDD4GS 276
Table 7.9 Distribution of the main issues and problems of OH nursing according to key persons in different
countries.
Key persons	 OH nurses
Main issues and problems	 (No. m total)	 Rank	 (%)	 Rank












Lack of understanding of roles
by manager
Lack of legislation suppoit
Lack of team work and





Lack of understanding of roles 	 1/31	 8	 30.9	 5
by employees
Total number	 31	 -	 243
7.4.2 The congruence between future concerns of key persons and occupational health nurses
When considering opinions about what the future holds for OH nurses, the views of OH nurses
and of key persons were not dissimilar. The largest proportion of individuals in both groups of
respondents ranked a positive opinion as their first choice (i.e. key persons = 21/31, OH nurses
=43.6%). However, a neutral opinion of the future was ranked second by 7 of the 31 key persons
and third by 23.5% of OH nurses. This pattern was reversed with regard to a negative opinion of
the future, where 32.9% of OH nurses ranked this opinion as 2nd and 3 of the 31 key persons
ranked it as 3rd (Td,le 7.10).
Table 7.10 Comparison of what the future holds for OH nursing between key persons and OH nurses.
Key persons	 OH nurses
Future holds	 (No. in total)	 Rank	 (%)	 Rank
Positive	 21/31	 1	 43.6
Neutral	 7/31	 2	 23.5	 3
Negative	 3/31	 3	 32.9	 2
Total number	 31	 -	 243	 -
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These responses from the OH nurses are similar to those expressed in the free format section of
the questionnaire which are now discussed in more detail.
In general most OH nurses vxpressed some negative views about the future for OH nursing. This
was illustrated by 32.9% of respondents expressing "a need to be realistic - the world of the OH
nurses is far from safe and secure". In the free format section, the comments relating to "other
nurse practitioners competition" were also negative. This suggests that OH nurses are concerned
about their nurse role and felt threatened by other nurse professions. This could be a factor
prominent in shaping the OH nurses general perception of the nurse. There were no positive
comments relating to OH nursing professional issues, policy or legislation. Concerning economic
issues in OH nursing, there were some positive comments, although the overall consensus
appeared to be toward a negative feeling. There were mixed feelings relating to OH nurses'
perceptions and beliefs, OH nursing practice, working environment and OH nursing education.
Most of the key persons believed that there was a positive future for OH nursing. This was in
direct contrast to the beliefs of OH nurses. All the comments relating to OH nursing practice, the
OH and safety team, and the health care delivery system, were also positive. Furthermore there
were no negative comments relating to OH nurses' perceptions and beliefs, and policy and
legislation. No positive comments were made concerning economic issues by key persons but
some of them in the UK gave negative or neutral comments.. Concerning OH nursing professional
issues, policy and legislation, although there were some negative comments, the overall consensus
was for a positive future.
Like some of the previous statements categorised as perceptions and beliefs, items relating to
professional issues were couched in terms of status, profile, awareness and professionalism. Nearly
all comments were preceded by a "must" statement, which indicated the importance or necessity
of the statement that followed. For example, one respondent stated that "We must have equal
status with other nurses...", while another comment reflected the necessity of professionalism: "OH
nursing must be made more professional...". One respondent brought up the issue and relevance
of training to managers: "We must employ trained OH nurses - somehow we need to get through
to management not to employ 'any nurse' ". A similar view was related by one OH nurse, who
also expressed dissatisfaction with the limitations that were imposed by management and the
apparent lack of value placed upon OH: "Regardless of what we learn or feel about OH nursing
we may only practice far as the company management and structure will allow. Consequently
many OH departments are solely treatment based surgeries. It is (therefore) up to the professionals
to keep 'nagging' away at management to 'educate' them into accepting OH for it's real value".
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73 Congmence between key peisons' aid occupioni beth unes' perteplions of educ*ional
neeth
The concerns of key persons regarding the OH nurses education needs and OH nurse's regarding
their educational demands were also revealed from the research findings. Comparison results are
shown in Td,le 7.11.
Table 7.11 Comparison areas of continwng education for OH nurses between key persons and OH nurses.
Key person	 OH nurses
Continuing education	 (No. in total)	 Rank	 (No. in total)	 Rank
Legislation	 16/3 1	 1	 272	 8
OH and safety	 13/31	 2	 797	 2
Managerial/administration	 12/31	 3	 350	 6
Communication/interpersonal 	 10/31	 4	 360	 5
skills
Clinical knowledge/skills	 9/31	 5	 418	 3
Professional issues	 9/31	 5	 282	 7
Research related	 6/31	 7	 172	 12
Health promotion	 5/31	 8	 889	 1
Screening/health assessment	 2/31	 9	 369	 4
Social concerns/problems	 2/31	 9	 253	 9
Managerial/personnel 	 2/31	 9	 160	 11
Business skills	 2/31	 9	 87	 14
Teaching	 1/31	 13	 153	 13
Personal development 	 0/31	 14	 233	 10
Total number	 31	 -	 243	 -
Td,le 7.11 showed that the four areas of continuing education most highly appreciated by the key
persons were legislation (rank 1), OH and safety (rank 2), Managerial/administration (rank 3) and
communication/interpersonal skills (rank 4). In contrast the OH nurses ranked the following
characteristics highly: health promotion (rank 1), OH and safety (rank 2), clinical knowledge/skills
(rank 3) and health screening/scssment (rank 4).
Regarding the difference between ranks from both groups, the following continuing education
represented the largest deviations, where the key persons rated characteristics more highly than
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did the OH nurses: legislation (difference +7), research related (difference = +5) and business
skill (difference + 5). Conversely, the following continuing education represent the largest
deviations in the opposite direction, where OH nurses rated characteristics more highly: health
promotion (difference -7), health screening/assessment (difference -5) and personal
development (difference = -4).
Regarding the similarities in rank order grades, allocated to the vaiying areas of continuing
education studied by both groups, those most similar were: OH and safety (difference = 0), social
concerns/problems (difference = 0), teaching (difference = 0), and communication/interpersonal
skills (difference = +1).
The issue of OH nursing education was perhaps the most contentious, with the second largest
number of responses from the free format section of the questionnaire falling into this category.
From the positive comments, the importance of education and attendance at professional courses
was expressed, as well as a desire for further training which was also raised in the preceding
section discussing economic issues. A number of different opinions were expressed with no overt
value judgement attached to them (i.e. the neutral category). One respondent thought that both
nurses and management should be educated about expectations. Others were more concerned about
either prior experience or prior course attainment: "OH nursing is a continually developing area
and I feel that entry to the speciality should require at least some community experience or at least
a wide variety of experience". "It is absolutely essential for nurses to obtain OH qualifications
before offering themselves for candidates for OH jobs". One optimist stated that: "In future I think
there will be stricter rules on qualification and payment levels and therefore more qualifications
needed".
Most of the negative comments were concerned with the structure of training courses in the UK.
Most obvious were those relating to the problems that EN's experience when trymg to convert
their qualifications into ones that were relevant to OH nursmg and recognised as such: "No future
for EN's at the present Unable to convert and remain in OH nursing. Years of experience wasted
by current criteria for joining conversion course". "Will the Diploma be the only choice therefore
excluding SEN's...?". "The OHNC and Diploma should be available for SEN's to study". "...would
have continued in this field but I was unable to train - to convert to RON...". Other negative
comments referred to either dissatisfaction with having two qualifications - the certificate or the
diploma, or difficulties upgrading one to the other "Regarding qualifications for OH nurses I am
not impressed with the Diploma versus Certificate situation. It really angers me!. "Unfortunately
there are too few courses available, especially conversion from Certificate to Diploma".
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7.6 Congmence between key pemons' and occupMion heath nuises' belief in the need for a
model
The majority of key persons (23 out of 31) agreed that there was a need for a model ginst which
to develop practice. The reasons that key persons gave to support the use of a model to guide OH
nursing practice. The need for a model was recognised for its ability to facilitate the
standardisation of procedures and provide a framework for efficient and consistent practice.
Furthermore, key persons believe that it enables the articulation and specification of work
activities and permits future evaluative research and offers professional credence and security. The
support for the use of models in OH nursing also indicates that research is having an influential
effect on practice. The reasons for key persons (5 out of 31) rejecting the need for a model to
guide OH nursing practice were as follows: The diversity of OH nursing practice prevents the
application of any one model, thus standardisation would be inadequate and devaluing. Therefore
non-theoretically bound practice involving central principles needs to guide OH practise. (Tdile
7.12)
The opinions of OH nurses regarding the application of OH models to guide practice, 3 8.5% of
OH nurses agreed, showed that 45.5% rejected the need for a model, and 16% did not answer this
question. There were five main reasons for supporting the use of a model: "to provide a basic
guide or framework" (27.7%); "standardisation or systematic approach" (17.0%); "specialist
different from general nursing" (8.5%); "let employers perceive the OH nurse's work" (8.5%); and
"to set goal or ideal goal or direction" (7.4%). (TthIe 7.12)
It is clear that there is a difference in the extent to which key persons and OH nurses emphasised
the need for a model to guide practice. A great proportion of key persons supported the
application of a model to OH practice than OH nurses. Two reasons which may explain this
difference of opinion were: an educational deficit on the part of OH nurses and the lack of
application to practice. Historical the educational programmes received by OH nurses pays little
attention specifically to OH nursing models. Furthermore, although 3 8.5% of OH nurses indicated
a need for a model, nearly half of those were unable to indicate the most appropriate model. This
suggests that at least half of the OH nurses were unfamiliar with models.
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Table 7.12 Distnbution of the reasons for needing a model to guide OH nursing practice.
Model for OH nursing practice 	 Key persons	 Rank	 OH nurse	 Rank
(No in	 total)	 (%)
Yes	 23/31	 1	 38.5	 2
No	 5/31	 2	 45.5	 1
Blank	 3/31	 3	 160	 3
Total number	 31	 -	 244	 -
Reasons for needin, an OH miming model
Basic guide/Framework	 5/23	 1	 27.7	 1
Standardisation/System approach	 1/23	 2	 17.0	 2
Specialist different from general nursing 	 1/23	 2	 8.5	 3
Let employers perceive the OH nurse's work	 1/23	 2	 8.5	 3
To set goal/Ideal goal or direction 	 1/23	 2	 7.4	 5
Promoting good care 	 1/23	 2	 4.3	 6
Isolation/Work alone	 1/23	 2	 4.3	 6
More efficient for practice	 1/23	 2	 2.1	 8
To develop the practice 	 1/23	 2	 1.1	 9
Constantly changing and up to date	 1/23	 2	 1.1	 9
Continuous care	 1/23	 2	 1.1	 9
No answer	 -	 17.0
Subtotal number
	 31	 -	 94	 -
Table 7.13 Type of model identified according to key persons in different countries.
Key persons	 OH nurses
Type of model	 (No. in total)	 Rank	 (%)	 Rank
Hanasaari model 	 9/11	 1	 362	 1
Orem's model	 2/11	 2	 14 9	 2
Wmdimll model	 1/11	 3	 1.1	 3
Number of key persons	 11	 -	 49	 -
The majority of key persons (23 out of 31) agreed that there was a need for a model while only
11 key person indicated the name of model. 9 out of 11 UK and European key persons showed
that the Hanasaari Conceptual Model was a appropriate one. Even though the Hanasaaii
Conceptual Model has been included in the English National Board (ENB) syllabus for the post-
registration certificate in OH nursing since 1990, at present there is no practical model that defines
or illustrates OH nursing practice in the UK. However the results of the analyses carried out in
this research highlight that certain factors, labelled "influencing factors" effect OH practice. What
is evident is the need for OH nurses to have some form of theoretical underpinning upon which
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to base practice. Thus, education should provide the necessary tools for OH nurses to develop of
practice appropriate to the environment in which they work. (Tdle 7.13)
In conclusion, a conceptual model may helped OH nurses to understand their practice
requirements, or guided their actual practice. The overall response was that there was a lack of
interest and understanding of conceptual models, hence there was a reluctance to use a model in
actual practice. This was particularly apparent as models were not perceived as relevant to
practice. This has a huge implications since a model attempts to direct practice and thus provide
a theoretical underpinning. In turn, this then allows for the development and progression of
practice through evaluative experimental research. This finding which has emphasised the need
for a practical model.
7.7 Summary
A comparison between key persons and OH nurses was made in terms of ideal roles, of the six
main responsibility areas only two reflected interesting discrepancies. This was explained by the
fact that key persons and OH nurses hold different actual roles. For OH nurses there were two
main differences between actual and ideal roles. This difference was explained in terms of nurses
attempting to explain their roles. Two new definitions of OH nursing and the OH nurse were put
forward as a result of condensing previous definitions and adding key persons and OH nurses
findings. Key persons and OH nurses gave vety different ideal characteristics for OH nurses,
which were seen to reflect their different concepts of what an OH nurse should be like.
Interestingly, there was also some conflict in the nature of the characteristics ranked by each
group. For instance, key persons gave "inquisitiveness" a high rank whilst placing "problem
solving" almost at the bottom. It would seem that there was some contradiction in terms. With
respect to relationships between community health nurses and OH nurses, key persons and OH
nurses in the UK indicated a less than optimum relationship. They said they had a weak
relationship with community health nurses, in contrast to the US, where the greater amount of
contact seems to facilitate a closer relationship between the two groups.
The perceived external influencing factors on OH nursing were similar for OH nurses and key
persons except for three. This was explamed by the fact that key person are more involved in
policy and legislation whilit OH nurses arc not, and OH nurses felt more threatened by economic
recession.
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The professional development of OH nursing was viewed in a positive light by key persons, whilst
OH nurses were more negative. This was explained partly in terms of their direct involvement in
OH nursing progression. OH nurses on the other hand were seen to be more realistic.
It appears that key persons and OH nurses agree the relative importance of OH and safety,
communication/interpersonal skills, clinical knowledge/skills, professional issues. However they
disagree on the relative importance of most of the other variables studied. It appears that key
persons give more credence to attributes such as legislation, managerial/administration and
research related, whereas OH nurses value attributes such as health promotion, health
screening/assessment and personal development.
Key persons were supportive of a need for a model in OH nursing which partly reflected key
persons involvement in the academic side of OH nursing. OH nurses however had a lack of
knowledge regarding OH nursing models and therefore did not perceive the practical necessity of
a model. This highlighted a need for a flexible programmatic model and better education in




This chapter focuses on topics of current OH nursing practice, factors influencing OH nursing
practice and a new framework for OH nursing practice. Conclusions and recommendations are
then drawn with reference to the findings from this study and are related to previous research
where this is informative. The strengths and limitations of this study will also be addressed, and
fmally the need for further research will be indicated.
8.2 Current occupational health nursing practice
Evidence from this study suggests that OH nursing practice in the UK has not changed as
dramatically in the last decade as might be expected, or indeed desired. The results of this study
are very similar to those reported previously (i.e. Silverstone, 1982; Lim, 1983; Balcombe, 1983;
and Sharp et a!., 1989). Regarding actual roles, the five most practised were health screening,
health surveillance, emergency responsibility, education, and therapeutic role. (Tthle 5.1) These
can be considered as direct care and secondary prevention work and are the most traditional and
technical - requiring specific clinical skills. Interestingly, the management role, associated with
higher level posts (Td,leA 1.7 in Appendix Al.) was found less frequently. Also, only a few OH
nurses undertook the research role, which may be due to lack of knowledge and skill about
research methods, epidemiology, statistics or computing skills.
Regarding actual functions the following ten were performed most frequently: emergency
treatment for accident and illness, individual counselling, health screening, record keeping, health
education and promotion, health supervision of workers, development and maintenance of records,
provision of a routine treatment service, familiarisation with work environment, and meetings and
communication. (Td,le 5.2) These functions also showed that the continuing focus on treatment
and clinical skills, for example, emergency treatment for accident and illness, provision of a
routine treatment service and health screening is very clinically orientated.. Other responsibilities
frequently performed including record keeping and development and maintenance of records are
also principally administrative related to direct care. Interestingly, environmental oriented functions
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are not overly apparent in this study, occupying three of the lowest five rating positions out of
twenty, for distnbution of functions.
These results are similar to those reported by Silverstone (1982) and Lim (1983) in the context
of the activities of OH nurses over 15 years ago. In Silverstone's study (1982) the three main
functions were desciibed as caring for the sick and injured, counselling and administration.
Similarly, Lim's (1983) study described the main services provided by OH nurses as medical
examinations, screening procedures, counselling and administration procedures. Balcombe (1983)
also found that over half of OH nurses' time was spent in direct contact with patients or clients,
the major components of which were treatment and follow up, health supervision (e.g. health
interviews, medicals and screening), administration (e.g. records), counselling and health advice,
and rehabilitation and resettlement (e.g. assessment and work change). Regarding the actual tune
spent in carrying out certain activities, Sharp a d. (1988) identified that "traditional" types of OH
nursing function such as treatment, administration and medical examination and screening were
prioritised by the nurses studied. Over a six year period they found this pattern had not changed
(1981 - 1987). A similar trend has emerged in the current study with the four roles most
frequently practised being health screening, health surveillance, emergency responsibility and
therapeutic role
Interestingly, there were fewer comments about OH nursing practice from the free format section
of the questionnaire than expected. Although the issue of prevention in health care was raised by
many respondents in this section. For some, the change from the traditional treatment-based
system to one of preventive intervention was viewed as positive: "My job is to encourage workers
and management to pursue a healthy work force and healthy environment. Legislation, publicity
and a health-aware work force make that easy". However, for others, developing the OH service
is more problematic. One respondent aptly stated that "... I'm finding change and development was
a very slow process, not helped sometimes by my own confusion as to my priorities in practice".
It would seem therefore that, although, OH nurses expressed positive beliefs and perceptions
concerning the move away from the exclusively treatment-based approach towards a more
preventive one, they often found this more difficult to achieve in practice.
In an attempt to explain this apparent lack of current progressive practice it is necessary to
consider the findings of this study retrospectively. First, lack of progressive practice was identified
in three different ways: 1) by analysing the proportion of nurses who ranked the distribution of
different roles which could be differentiated on the basis of traditional or progressive roles, 2) by
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statistical analysis of the significant factors related to progressive practice, and 3) by responses
from the free format section of the questionnaire. Second, having identified 1) that nurses ranked
the actual roles of environment surveillance, consultant, management, research, as very low, 2)
that management, research and environmental surveillance were not significantly associated with
OH nursing practice, and 3) that nurses expressed dissatisfaction with various areas of progressive
practice, it is possible to identify the precise elements of practice which are problematic with
regard to progressive practice. Thus, the identified roles of environmental surveillance,
management and research, with their concomitant responsibilities and functions are the areas of
practice which OH nurses find problematic and which consequently hinder progressive practice.
The internal and external factors influencing these core areas of OH nursing practice will be
described in more detail below.
8.3 Main factors influencing occupational health nursing practice
It would appear that there is a lack of progressive work being carried out in the UK despite some
OH nurses' frequently alluding to this issue, implying that the situation is otherwise. The influence
of the internal and external factors which may provide an explanation for these findings. One of
the major significant findings finding from this study, following a series of logistic regression
tests, was the identification of four internal factors and twelve external factors. The two most
important internal factors were found to be "OH nurses' perceptions and beliefs" and "working
environment", and the rest two less important factors were "OH nurses' professional background"
and" OH and safety team". The main significant external factors were found to be "OH nursing
education", "economics evaluation" "policy and legislation", "changing industrial system",
"awareness of health and environment issues", "socio-economic change" and the other less
influencing factors were "health care delivery system" and "interdisciplinary competition". The
relationship between these and OH nursing practice will be discussed detail in the following
section.
8.3.1 The influence of occu pational health nurses' educational and professional background on
oractice
Several professional background factors were found to be significantly associated with OH nursest
actual functions. The most significant influencing factor was found to be a professional
qualification. Those nurses with an OHND qualification had significantly more responsibility for
rehabilitation and resettlement (Tthle A 1.18 in Appendix Al.)
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Another significant influencing factor was the nature of OH nurses' previous hospital experience
which was found to be significantly associated with their actual roles and actual functions.
Previous intensive care experience was found to be significantly positively associated with the
assisting with psychosocial problems function. Similarly, previous orthopaedics experience was
found to be significantly positively associated with the first-aid training for workers function. In
contrast, previous gynaecology, accident and emergency, and orthopaedics experience were found
to be significantly negatively associated with the roles of therapeutic and training, and the
functions of assisting psycho-social problems (Tthle 6.36 and Tthle 6.37).
The nurses! professional background including qualifications and experiences is likely to determine
what they consider as the main tasks of their work. Project 2000 (UKCC, 1989; RCN, 1990) has
provoked a large change in nursing education, with its attempt to move nursing towards a health
focus. However the majority of the OH nurses lack any education or experience about preventive
and promotive health care in their basic nursing education and few OH nurses have had
community health nursing experience. They will therefore, inevitably, use the medical model in
their job with its emphasis on sick care. This is borne out by the fact that previous hospital
experience in gynaecology, accident and emergency, and orthopaedics department negatively
influenced OH nurses' involvement in therapeutic and training role and assisting psycho-social
problems with workers.
The basic principles of nursing are similar in all fields of nursing in hospitals, the community or
the workplace. However additional knowledge is needed by OH nurses. They need to understand
the changes occurring in work, workplace and working life, and in lifestyles. In addition, they
need to be able to recognise, control and prevent the health risks caused by these changes.
With regard to education it is frequently stated that the "education" process as opposed to the
"training" process utilises concepts and theones which then enables individuals to apply specific
principles to practice. Education is associated with the concept of change. Veiy few OH nurses'
in the UK have attained sufficiently advanced educational qualifications to enable them to cope
with the fundamental changes required to develop a progressive OH service. Lack of financial aid
to support such education and to promote the role of the OH nurse may also contribute to this
situation.
Further support for the role of education and its application to practice comes from the US where
it is apparent that the OH service provided is vy different from that in the UK - in general it
appears to be more progressive and less traditional. Christensen el it (1985) identified policy and
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operational level involvement as major responsibilities of the master's prepared OH nurse in the
US, where the highest policy level involvement was concerned with health promotion and
education, and programme development. The higher operational level of responsibility involved
health education, promotion, assessment and surveillance as well as prim azy care and programme
development. This level of responsibility was associated with the number of credits obtained on
certain managerial and physical assessment skill courses.
In an American study, Cox (1985) established that approximately three quarters of RNs with either
a baccalaureate or masters degree in the US were involved in management and approximately half
were involved in budget planning. Furthermore, a large percentage were encouraged and
compensated for participation in further education programme by their employers. This level of
managerial responsibility and knowledge is not commonplace in the UK, where a recent study
entitled "Perceptions of continuing education needs of OH nurses" (Dorward, 1991) illustrated that
the three most highly rated areas of continuing education needs were OH, health promotion, and
health and safety legislation. There was no mention of anything related exclusively to management
related issues, such as policy and operational decision making or budgeting. The quality of
services provided by large numbers of members of the AAOHN in the US is possibly superior to
the general service provision by nurses in the UK, since such a large proportion of AAOHN
members on OH practice acquire additional qualifications. In a recent Annual Report of the
AAOHN (1992) it was reported that nearly half of all OH nursing members had achieved higher
education to the level of baccalaureate, master or doctoral degrees. This is an impressive figure
considering that sample size of 12,148 was used to calculate these percentages implying that over
5,000 have additional qualification, whereas Dorward (1988) estimated that only 0.8% of 4,130
OH nurses (under 40 individuals) had attained a nuismg degree qualification in the UK.
It therefore appears at a cursory glance that OH nursing in the US is more progressive, with regard
to preventive practice, than in the UK, and that this may be related directly and/or indirectly to
the educational preparation of OH nurse's.
8.3.2 The influence of occupational health nurses' Derceptions and beliefs on Dractice
With regard to the actual roles of the OH nurse, in general the corresponding ideal role (the
perceptions and beliefs about that role) influenced practice related to that role. There were
however three Lain exceptions. The actual environment surveillance role, the management role
and the research role were not influenced significantly by OH nurse perceptions and beliefs.
Similarly, with regard to the actual functions an OH nurse performs, the greatest internal
influencing factor was found to be OH nurse's perceptions and beliefs about ideal functions,
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corresponding directly to each particular actual function considered. There were four exceptions
to this general pattern related to regarding: the actual function of rehabilitation and resettlement,
the actual function of general health surveillance, the actual function of familiarisation with the
working environment and the actual function of assisting with psychosocial problems. The
functions of famihansation with the work environment and assisting with psychosocial problems
did not appear to be related to any significant perception or belief. However, the rehabilitation and
resettlement function appeared to be negatively influenced by perceptions and beliefs. This was
related to the ideal function of meetings and communication and positively influenced by
perceptions and beliefs about the ideal role of rehabilitation and resettlement. It also appeared to
be negatively influenced by the unique qualities of OH nursmg. The actual function of general
health surveillance appeared to be influenced by perceptions and beliefs about the ideal function
of occupational safety.
Thus combining the fmdings cited above, it is apparent that there are three roles and two functions
that do not appear to be influenced by perceptions and beliefs. To summarise, the roles are
environment surveillance, management and research; and the functions are famiiarisation with the
working environment and assisting with psychosocial problems. Interestingly, they can all be
considered to be non-traditional roles and functions.
In attempting to explain these fmdings it seems likely that the lack of education, knowledge, skill
attainment and experience are pertinent and might affect the formation of perceptions and beliefs
significantly related to actual practice in term of roles and functions.
Thus if OH nurse's have gained "enough' education, knowledge and experience for certain roles
and functions then it seems more likely that their perceptions and beliefs will be relevant to inform
and influence practice. Conversely, if knowledge and skills arc not sufficiently internalised or arc
indeed absent, then any perceptions and beliefs related to these issues will not be significantly
relevant to that function or role. This explanation coincides well with the literature on reflective
practice, which extols the virtues of internalising educational experiences. It is also consistent with
the psychological literature describing the function of perceptions and beliefs in relation to
behaviour ie, practice (for example, Azjen and Fishbcin, 1977).
Many nurses commented upon their concerns about the profile of the OH nurse, and viewed the
need for change in a "positive light". But many revealed apparent difficulties in fulfilling their
expectations and making progressive changes. It is also possible that even though many nurses
acknowledge that change is necessaiy change may elicits a fear reaction and probably prevents
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the necessary actions being taken. Therefore, one can conclude that resistance to change probably
come from within the profession and not due to other outside influences. Also, since change is
often associated with stress and uncertainty, the personal benefits of changing one's practice may
seem remote. Other probable stresses associated with "progressive-practice" change include role
conflict and overlap with other team members such as the safety officer (Alston, 1990), physician
(Bates 1975; Kat7rnan 1988), and hygienist. Some nurses may prefer the comfort of the present
situation as opposed to the potential discomfort of developing new relationships and possible
problems.
Regarding OH nurses' perceptions of the causes for the lack of professional recognition, two major
themes emerged from the quantitative data. (Tthle .5.34) First, a significant proportion of nurses
perceived a lack of understanding from managers and colleagues regarding their role, and second,
but more specifically, they perceived a lack of understanding of the unique role played by nurses
within the multidisciplinary team. These two major themes of lack of understanding portrayed by
others towards OH nurses may be related to the lack of others knowledge, and more likely to the
lack of legislation supporting the promotion of OH in the workplace and to the lack of recognised
qualifications. Therefore, it seems likely that to enhance professional recognition and the OH
nurses' profile, changes in both legislation and education are required, and are equally important.
The suggestion by some respondents that the wearing of a uniform would be an issue to consider
changing is an interesting one. This feeling from respondents may be can reflect that how OH
nurses see themselves. Given that OH nurses do not always work with sick individuals and
therefore do not need protection from infection, it is appropriate to consider the advantage and
disadvantage of wearing a uniform in the OH context. Some nurses expressed the opinion that the
uniform is a symbol of professionalism and aids easy recognition and therefore raises their profile.
However, other arguments have been forwarded in favour of removing the uniform altogether. As
aptly reviewed by Sparrow (1991) the uniform has historical origins relating to the military,
church and domestic service occupations from which nursing has been associated. While the
buckle, badge and belt denote rank, the cap and apron symbolise servility and subservience.
Beckenham et d. (1983) stated that "- the right not to wear it is the mark of high status granted
only to senior nurses and medical consultants". The most strongly expressed opinion is that the
uniform is used by nurses to hide behind, as it provides a degree of anonymity, and therefore
lowers the individual's profile. The important issue here is that the individual nurse should be able
to project his/her own personality, skills and knowledge into their working environment and
thereby enhance the profile of OH nursing.
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Important attitudes would therefore be confidence in on&s ability, assertiveness, along with good
communication skills and creativity. These factors may well differentiate those nurses who would
prefer to retain only the "traditional" aspects of the job, in contrast to those more interested in
expanding their role. It may be that those wishing to keep the uniform actually spend more time
in the "care and treatment" role than in other roles such as managerial, advisory or the research
role, where clearly the need for a uniform is not so apparent. Also the uniform may be associated
with emotional safety, in that it may reflect situations inherent in the training environment of the
hospital, where professionals frequently use the uniform to distance themselves from patients and
relatives in an attempt to protect their own emotional "safety".
8.3.3 The influence of woricina environment on practice
Findings from this study indicate that the most influential internal factors, influencing practice
related to the working environment, were OH policy and the number of employees in the
workplace. The latter is approximately equivalent to the size of the organisation. (Table 6.33 and
Table 6.34) The EMAS's survey (1976) also found the size of the firm to be a dominant factor,
where small firms (employing up to 250 workers) do not provide a service other than perhaps a
doctor on call. In contrast, larger firms (employing over 1,000 workers) often employ both doctors
and nurses. However, McKechnie's study in 1983 found no significant relationship between the
number of functions performed and any of four factors studied (size of organisation, type of
business, length of OH experience, level of medical supervision). A possible reason for the
different results may be due to the fact that in McKechnie's study only one-nurse units were
analyzed which may have biased the author to examine only these four factors.
Interestingly, the internal factor of OH policy related to a protocol covering emergency situations
within the working environment was found to be significantly and positively influenced by the
actual function of emergency treatment, but negatively influenced by the actual function of
informing workers of health hazards.
Similarly, the internal factor of OH policy, related to inter relationships within the community,
was negatively influential with regard to the actual function of first-aid training for workers.
Regarding the OH policy of ethical and legal aspects of practice, this internal factor positively
influenced the actual role of consultant. Thus, it appears that OH policy provision may a very
important aspect in relation to the working environment Within OH practice. (Table 6.33 and Table
6.34)
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Other comments from respondents, concerning the working environment, related mainly to issues
of communication. Positive statements about elements of the working environment were explicitly
mentioned as important: enjoyment, challenge, support and good atmosphere. The most prevalent
negative comment mentioned related to isolation. For example one respondent stated that
"Professional isolation has always been a problem with Occupational Health Nursing...". The only
other two negative comments were concerned with the decreasing relationship with an employer
and stagnation in small units. Although only two statements were made about the effect of
working in either small or large units, it seemed that larger units may have been viewed more
positively. This was in terms of job prospects and career opportunities, where smaller units were
viewed as being less enterprising and stagnant.
Employers' and employees' expectations for the roles and functions of OH nurses may not
correspond with those held by the nurse, and may therefore hinder progress and change. The
recent study by Yoo (1993) revealed that expectations differed among nurses, employers and
employees in some fundamental ways. With regard to care and treatment, employees held
significantly higher expectations than did both nurses and employers. In contrast, the employee
and the nurse held higher expectations than did the employer with regard to preventive health
service. Interestingly, for other services such as visits to the workplace, employee rehabilitation
and towards an expanded service nurses also held higher expectations than either the employer
and/or the employee. Indeed it may be more pertinent to suggest that education is directed toward
these groups as much as to the nurses themselves.
8.3.4 The influence of relationships within occupational health and safety team on practice
The four OH and safety team members who are most commonly contacted by OH nurses were
found to be medical officers, nursing colleagues, safety officers and managers. (Tdle 5.30)
Results from this study indicated that in general OH nurses were reasonably satisfied with the
professional relationships within their departments. The majority of respondents reported "co-
operative", or "professional" relationships as prevalent. Only four respondents described their
relationship as unprofessional or disorganised. (Tdile 5.29)
The best relationships reported by OH nurses members of the OH and safety team were enjoyed
with nursing colleagues and medical centre attendants. In contrast, the poor and business-bke
relationships with the team members were with the "manager" and "safety officers". (Tth1e 5.31)
FromthisresultitseemsthattheremaybesomemleconflictbetwcentheOHnursesandthe
manager and safety officers. Other evidence of dissatisfaction with relationships was identified by
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3 1.6% of OH nurses, in that they were dissatisfied with "feedback on your work from your
manager". (Td,le 5.8)
Although only a few respondents reported poor (unprofessional or disorganised) relationships
within the OH and safety team it seems that some conflict exists with managers, safety officers
and medical officers. Evidence from the main issues and problems of OH nurses' work were found
to be the "lack of understanding of our professional and unique role in the multidisciplinaiy team
from manager" and "lack of understanding of roles by colleagues". (Tcàle 5.34)
Regarding OH nurses' working relationships in the UK, the key persons survey results suggested
that the most positive responses were directed towards other nurses and medical centre attendants
who had been categorised as co-operative and professional. Managers and safety officers were,
however, mostly rated as having poor or business-like relationships with OH nurses. Despite the
indication that the most frequently contacted OH and safety team member was the medical officer,
it was surprising that the relationship depicted between them was not more positive. (Tthle 4.24)
However, considering the number of concerns raised by respondents about isolation in the working
environment, it was surprising to find that hardly any respondents freely mentioned their work
colleagues, be it other nurses or other professionals, when given the opportunity in the fmal page
of the questionnaire. Indeed, there was only one comment exclusively reflecting a positive
relationship: "I am treated with respect by management and the work force..." This related to the
manager and the work force, neither of which can be considered members of the OH and safety
team. One OH nurse stated that the only regular professional contact she/he had was with the
Regional Medical Officers who visited twice a week. It would be interesting to pursue this issue
further in order to identify what the concept of an "OH and safety team" actually means to most
OH nurses.
In fact, conflict of role expectations between members of the OH and safety team was one of the
findings in Dorward's (1988) study. This study compared managers and nurses, who were required
to rate the importance of a specified set of nurse functions. The results indicated significant
differences in expectation concerning the functions of health promotion, liaison and co-operation,
health supervision, accident prevention and counselling; most of which can be considered as non-
traditional aspects of OH nursing.
A report by Balcombe (1983) indicated good working relationships between British OH nurses
and colleagues, consistent with the findings in the current study. She found that personal attitudes
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of co-operation and understanding, and a desire to limit encroachment into the a of
environmental safety, was associated with role extension. Most respondents in the Balcombe
(1983) study appreciated the importance of two personality factors: flexibility and receptivity to
future professional advancement Thus co-operation between team members in the NHS rather
than competition was viewed positively. However, some respondents raised concerns about the
management/union relationshi and how this affected the status and autonomy of the OH nurse,
if seen as interfering. Further concerns were raised about OH physicians in that they too were
through of as unable to influence unions and management. This specifically concerned the
competencies of the OH nurse, although they apparently supported and appreciated the role of the
OH nurse. With regard to safety officers, it was apparent that they were reluctant to accept the
extended role of the OH nurse. The major conclusion reached in the study was that there was a
"lack of any common team approach to health and safety" (Balcombe, 1983). Further research into
role conflicts and the concept of team work is clearly warranted.
There are few studies concerning the relationships between OH nurses and other health
professionals and how OH nurses play their role in the OH and safety team. An American study
by McGovern et a!. (1985) found that working relations between OH nurses and physicians were
80% very satisfactory and 11% very dissatisfactory, and between OH nurses and managers 84%
very satisfactory and 12% very dissatisfactory. Aiston (1990) indicated that role overlap occurred
where a team approach was required and communication problems were highlighted as a difficult
area. It was found that cooperative efforts were more in evidence than conflict situations.
8.3.5 External factors influencing occupational health nursing practice
Initially there were 12 significant external factors identified. These were then reduced to eight
factor groups, they were "OH nursing education", "policy and legislation", "economics evaluation",
"changing industrial system", "awareness of health and environment issues", "socio-ecouomic
change" and the other less influencing factors were "health care delivery system" and
"interdisciplinary competition". The policy and legislation group was comprised from the previous
factor groups of politics/social policy and EC/UK legislation. The economic evaluation factor
group was comprised from the previous groups of cost effectiveness and cost benefit. Similarly,
the changing industrial system group includes the prior groups of computerisation and the working
processes and technology changes. Finally, the socio-economic factor group includes the
economic/financial situation and social change factors.
In order of significance, the following factors were found to be the most important in relation to
OH nursing practice: 1) OH nursing education, 2) economic evaluation, 3) policy and legislation,
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4) the changing industrial system, 5) awareness of health and the environment, and 6) socio-
economic change. The least influential of the factors associated with OH nursing practice was the
health care delivery system and the interdisciplinary competition.
The actual training role and actual function of record keeping and informing workers of health
hazards were found to be positively associated with "OH nursing education". The actual
management and research role and actual function of health education and promotion, assessment
of exposure and rehabilitation and resctticment were found to be negatively associated with "OH
nursing education".
The actual function of health supervision of workers, health education and promotion, and
rehabilitation and resettlement appeared to be positively associated with "policy and legislation".
The actual management role and actual function of occupational safety, informing workers of
health hazards, co-operation with outside agencies, and general health surveillance it also appeared
to be negatively associated with "policy and legislation".
The actual health surveillance, health screening and education role were found to be positively
associated with "economics evaluation". The actual therapeutic, emergency responsibility and
research role and both of the actual function of emergency treatment for accident and injury and
immunisation were found to be negatively associated with "economics evaluation".
The actual health surveillance and health screening role, and actual function of development and
maintenance of records were found positively associated with "changing industrial system". The
actual environment surveillance and consultant role and actual function of occupational safety,
informing workers of health hazards were found negatively associated with "changing industrial
system".
The actual emergency responsibility role and actual function of health screening, emergency
treatment for accident and injwy, and routine treatment were found to be positively associated
with "better awareness of health and environment". The actual training role and actual function
of assisting with psycho-social problems were found to be negatively associated with "better
awareness of health and environment".
The actual function of individual counselling and record keeping was positively associated with
"socio-cconomic change". The actual research role and actual function of assessment of exposure
also appeared to be negatively associated with "socio-economic change".
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The actual education role and actual function of individual counselling were found to be positively
associated with "health care delivery system". The actual consultant role was found to be
negatively associated with "health care dehveiy system". Finally, this was related to the actual
function of routine treatment and informing workers of health hazards positively associated with
"interdisciplinaiy competition".
In attempting to explain these findings it seems likely that the lack of education, cost effectiveness
and legislation support are pertinent and might affect the actual practice in term of roles and
functions. Thus if OH nurse's have gained "enough" education, knowledge and experience for
certain roles and functions then it seems more likely that their perceptions and beliefs will be
relevant to inform and influence practice.
Regarding the role of management, research and environmental surveillance and their associated
responsibilities and functions, it was not possible to identify any particular internal influencing
factor after "personal" confounding factors were adjusted. However, the role of management was
found to be negatively associated with the external factors "OH nursing education". Also the role
of research was found to be negatively associated with "OH nursing education" and "economic
evaluation". Finally, the role of environment surveillance was found to be associated negatively
by the "changing industrial system".
One international comparative study (Rossi, 1987) gave useful exploratory hypotheses for the
external factors influencing OH nursing practice. It was suggested that the following aspects
seemed to play an important part in the extent to which OH nurse's work and maintain
independence in different countries: the level of education, national legislation on OH and safety
issues, general state of health and social services in the countly, connections with primary health
care, stage of development of the country, quantity and education of other staff in OH care. The
fmdings from the current study (described above) appear to be closely related to the hypotheses
discussed in this study.
In an interesting study concerning the economic recession in the UK, Sharp el d (1989) aimed
to compare how OH nurses perceived their roles in 1987 and in 1981, and how changes in
industiy and economy influenced OH nursing practice. Due to the economic recession the
traditional industries employed less OH nuis than previously while the NHS appeared to be the
leading employer of OH nurses in the South West districts. However there were expansions of
the nurses' roles including traditional health care, the prevention of diseases and the control of
working environment. Although this study showed that the distribution of OH nurses changed, the
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OH nursing practice gradually expanded. This can reflect that economic changes influenced OH
nursing practice indirectly due to more cost-effective situations. The findings from the current
study also appear to support this indirect association between economic change and nursing
practice.
Another study (Chang, 1992) may provide some information about external factors influencing
OH nursing practice. A national survey in Taiwan showed that the five most frequent roles were
emergency responsibility, consultant, education, therapeutic care and health screening. In
comparison with the current study, this survey demonstrated that OH nurses in Taiwan undertook
more consultant, emergency responsibility and therapeutic roles, but practised less health
surveillance, health screening, environmental surveillance and training roles. These discrepancies
represent the different stages of national development because in Taiwan there is less awareness
of health and environmental issues, less priority and coverage in legislation and governmental
policy, no national health service, more industry than service and agriculture, and insufficient OH
nursing education. Thus, OH nurses in less developed countries would perform more traditional
curative-oriented service than those in more developed countries. This study provides further
insight into important cultural and international aspects influencing practice, but further research
is required before any definitive hypothesis can be forwarded.
8.4 A new framework for occupational health nursing practice
8.4.1 Previous models for occupational health nursing
As mentioned in Chapter 1 many authors (Gries, 1980; Dees, 1984; Morris, 1985; Ossler, 1990;
Wilkinson, 1990; Alston, 1990; Lundberg, 1992; Maclag, 1993; Yoo, 1993) have provided a
framework or conceptual model for OH nursing. There are some common weaknesses in these
models for OH nursing. These include lack of clarity in the scope of OH nursing practice, lack
of a clear definition of the OH nurse' role, and lack of empirical evidence. (Appendix D3.)
Akeyissuetobcaddressedinanyisitsabilitytoreflectthescopeofpracticcanditstothe
application area. Only four existing models describes clearly the scope of OH nursing practice.
For example, Dees (1984) defined the scope of practice as environmental monitoring, health
surveillance, primary care, health and safety education, and research; Ossler (1990) it defined it
as administration of OH, provision of health care, counselling, health education, collaboration with
OH and safety team, environmental surveillance, communication, loss control management,
consultation, education and training, research, and referral; Alston (1990) defined it as care,
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promotion, prevention, team work, research and value; and a recent model in the UK by Yoo
(1993) defined it as traditional service as including care and treatment, health examination, and
health records, and non-traditional service as including visits to the workplace, preventive health
services, employee rehabilitation and expanded services.
The lack of a clear deflnitior of the OH nurse's role in the previous studies could result in
ambiguity when nurses attempt to interpret their role in practice. None of the studies give any
clear defmition of what is meant by the concept of the "role" of the OH nurse, or make it distinct
from either "functions" or "activities" carried out by the OH nurse (Gries, 1980; Dees, 1984;
Ossler, 1990; Wilkinson, 1990; Alston, 1990; Maciag, 1993; Yoo, 1993). Roles were grouped by
the investigator to represent aspects of OH nursing practice. Finally, almost all the conceptual
models studied are based on theories or concepts rather than using empirical evidence. Only one
model (Yoo, 1993) attempted to answer researchable questions. This may limit the application of
these models to real life.
8.4.2 New framework and definitions for occu pational health nursing uractice
A new frwnework for occuptiond health musing practice
The debate about whether OH nurses need models or frameworks to guide OH nursing practice
continues. However, it is clear that if a model is to guide good practice, it needs to be more
realistic and adaptable to any OH nursing situation in which a OH nurse using it finds him/herselL
A new framework resulting from this study (Figui 8.1) has been constructed from the empirical
evidence obtained. Each of the two main sectors of the framework (i.e. practice itself and its
influencing factors) was tested against each of the others using the quantitative data and was then
justified and modified using the qualitative dat& Therefore it can be said that the new framework
developed from this study adds further weight to the body of evidence concerning OH nursing
practice.
The purpose of the framework was twofold: first, to define the scope of OH nursing and second
to identify the internal and external influencing factors affecting practice. The concept behind the
development of this framework is a dynamic system, whereby components at one level e related
to components at other levels. Considering the diversity of OH nursing, the framework developed
in this study organises the elements that constitute OH nursing in a comprehensive way. This
framework can be used by OH nurses for their practice and education. One of its strengths is its
simplicity, in that it is easy to understand on a conceptual level and it is not complicated by
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numerous levels or subsections. It is visually appealing with only 3 levels: the core OH nursing
practice level, the internal factors level, and the external factors leveL Furthermore, the number
of components in each level are not too large, and the terminology enables easy comprehension..
The six main components of the core element of the OH nursing practice level are the general
responsibilities of the OH nurse. These are promotion, protection, prevention, care, management
and research. Each of these components can be further sub divided into specific responsibilities,
roles and functions (Appendix A2). Within the second level of the framework four internal factors
influencing practice are described. These are the working environment, the OH nurse perceptions
and beliefs, nurses professional background and the health and safety team. In contrast, the
external influencing factors affecting practice are more numerous. Eight components are identified:
OH nursing education, policy and legislation, economic evaluation, the changing industrial system,
health and environment issues, socio-economic change, the health care delivery system, and
interdisciplinary competition.
This framework is intended for OH nursing use only. Its most appealing feature is that it is not
static, but dynamic. It can be used by different OH nurses, at different times, in different places
(i.e. different organisations, countries and cultures) to look at a variety subjects and topics. It can
also be used to investigate the effects of various events, such as economic recession, policy and
legislation changes or different health care systems. Because of the fluidity of the framework, the
level of investigation or explanation can be either general or more specific, depending upon the
situations. It should be possible using this framework to study any area of OH nursing practice.
New definitions for occiqntional health nursing and nurses
New definition have been developed from the research findings of this study. Compared with the
different definitions of OH nursing described in other studies, these definitions have resulted
directly elements in the structure of the new framework. First, to define occupational health
nursing:
"Occupational Health Nursing is a specialist stiid of nursing which is concerned with promoting,
protecting, conseivuig, aid restoring the health aid well-being of people at work. it requires the
application of nursing aid public health principles aid procedures to prevent ill-health, injury ad
disthility. Its piti1ionen aced special knowledge of aid skills in: nursing, public, occupational
and environmental health sciences, occupational hygiene, safety, epidemiology, toxicology,
legislation, education, management, communication, business, marketing, rehthilitatios, him
relations aid counselling."
DiscussioN 300
This definition incorporates the specialist aspects of OH nursing, and the unique features of OH
nursing that have emerged from the results of this study.
In an attempt to provide a more precise and succinct definition of the OH nurse, the qualifications,
roles and functions as identified in this study have been incorporated to produce a new definition
as follows:
"An Occupational Health Nurse isa Registered General Nurse with a specialist qualification in
occupational health nursing recognised by the appmpnate national nursing aithoiity. She/be ams
to pmvide a service to predominately healthy working people, to prevent injuiy aid disease, to
pmmote physical, mental and social well-being and health care at worI, in the working
envimnment and working life."
The importance of establishing appropriate definitions, of both OH nursing and of the OH nurse,
is apparent when consideration is given to the factors that differentiate OH nurses from general
nurses and likewise differentiate their practice. For example, regarding differences in the practice
of OH nursing compared with general nursing, the most salient contributory element was the
emphasis on working with healthy adult people to prevent disease and injury occurnng as a result
of work and work environment. These important elements are clearly reflected in the new
definitions of OH nursing and OH nurse outlined above. Moreover, in making definite the nature
of OH nursing and what an OH nurse is, controversies and questions can more easily dealt with
and answered. This is an important issue given the degree of unease expressed by OH nurses





















83 Strengths aid limitstioas of the study
8.5.1 Strengths of this study
In comparison to previous studies, the current study has certain strengths which include the size
and representativeness of the main sample, validity of generalisation - through comparing the
response and non-response groups, adequate attention to potential confounding personal factors,
and the construction of a model based on empirical data - both quantitative and qualitative.
The presentwiveness of the sample
In Dorward's study, 10% of 4,130 nurses were randomly selected from lists held by the
government's Employment Nursing Advisors. Since they were all known by the EMAS, they were
probably the best cross section representing OH nurses in the UK compared with the studies done
previously. With regard to the general characteristics of gender, age and marital status, the current
subject sample was similar to that reported by Dorward (1988) in her study. It is therefore
assumed that the current sample can also be considered as truly representative of the population
of OH nurses. (Tthle 5.3 and Tthle 5.5)
The validity of generalismion - comp wing the response and non-response groups
A second strength was that the difference between the response and non-response groups was
compared. This was achieved by sending a short questionnaire to the non-response group of OH
nurses in order to collect general information. Fortunately, there were no statistically significant
differences in general characteristics (e.g. demographic details, statutory qualifications, OH nursing
certificate or diploma, hospital nursing experience, community nursing experience, and time spent
in OH nursing), current job (e.g. level of post, duty pattern, working hours per week, income per
year, and time spent in current post), OH nursing practice (e.g. actual roles, actual functions, and
activities), and OH nurses' perceptions (ideal roles and ideal functions) among the respondent and
non-respondent groups. (Tdles 3.4 to Td,le 3.10) Therefore, the response group can be considered
to be a representative sample applicable to Britain as a whole.
A dequvte tention to potential confowvding fwto,s
In the literature review, none of the previous research controlled for personal factors such as, age
sex working status, and working hours. These variables were confounding since they influenced
OH nurses' perceptions and beliefs and OH nurses' practice. This study controlled for these
personal factors by employing a logistic regression test, which addresses.
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Constructing a nwdd bed on empiñcd data
A further major advantage of the current study was that several factors were considered
simultaneously. This was in order to determine the extent to which each influenced OH nursing
practice and to illustrate the relative importance of each of these. In previous research, many
studies have attempted to identify influencing factors, however they have only considered one
factor at a time. Furthermore, these studies or surveys tended to be descriptive rather than
analytical.
The previous literature concerned with OH nursing issues has tended to be formulated from
descriptive studies. Therefore there has been a lack of scientific evidence and much use of
subjective or personal opinions. This has left little room for logical interpretations or explanations
about this important nursing speciality. The present research endeavoured to adhere to scientific
principles. Thus results were statistically tested and interpreted according to set hypotheses.
Furthermore, the data were discussed in relation to the hypotheses and the research questions. The
evidence to support the opinions purported by this study stemmed directly from the research
undertaken, whilst also acknowledging previous fmdings.
8.5.2 Limitations of the study
The limitations of this study became apparent through the course of the research. These may be
summarised as follows: the accessibility of the study population; the survey questionnaire format;
and the limited interpretability of the external influencing factors on OH nursing practice. These
are discussed below.
Accessibility to study population
Scottish, Northern lush, English and Welsh local groups of RCN-SOHN were approached. Due
to the concern of confidentiality, the Scottish and Northern Ireland groups declined to participate
in the study. Therefore the inferences drawn from the data were confined to the English and
Welsh groups. Nevertheless, a veiy wide geographical area was covered. As the sample was
derived form local groups of OH nurse members. The survey results may not necessarily represent
those of non-RCN members among OH nurses, perhaps those less committed to professionalism
who do not belong to any professional association.
Sur'ey questionnóre format
The format of the main study questionnaire primarily used closed-end questions albeit derived
from the literature review and key persons. This may potentially have limited the scope of
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information provided by respondents. Many of the questions were forced - choice questions which
required the respondent to indicate a preference between a "yes" response or a "no" response. The
other questions required specific information, such as the number of years of service, or the hours
worked. However, to overcome both these limitations there was the opportunity for respondents
to expand on their opinions regarding the issues raised. A space for further comments following
each question or item was provided for this purpose. The phrasing of some questions and choice
of words and categories in others could on reflection, have been different and might have
influenced the respondents choices in some of the questions.
Limited inte,pretabilityforthe internal wid extezndfactois influencing occuptWional health nwsmg
prtice
The prim aiy focus of the questionnaire was to elicit information regarding the internal factors
which influence OH nursing practice. These included: professional development; the working
environment; perceptions and beliefs; and issues relating to team work. These internal influencing
factors were perceived subjectively by the respondents. The information relating to the external
influencing factors was also derived from the respondents subjective opinions. The identification
of the external influencing factors was an important step toward fully comprehending the nature
and scope of OH nursing practice today. The relative importance of these as perceived by the
subjects in this British study has been demonstrated and can be seen in Figure 8.1. However,
objective, research is required to identifr the relative importance of each of these factors with
particular regard to national and cross-cultural differences.
8.6 Conclusions and itcommenthdions
The motivation for this research was the need to discover or reveal the major influencing factors
involved in OH nursing practice; to add to the body of OH nursing knowledge; and to demonstrate
the factors identified by way of a framework. The most important internal factor identified by
statistical analysis was the "working environment" and secondly the "OH nurses' perceptions and
beliefs". Since it may not be possible to change all the key elements of the "working environment"
immediately, it is necessaiy in order to change OH practice first to focus on addressing or altering
the perceptions and beliefs of OH nurses. Education was the most important external factor
identified which influenced change in practice. Then working environment may follow these
changes.
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In this study the results indicated that actual OH nursing practice still focuses on traditional
treatments and clinical services, despite perceptions and beliefs being held about progressive -
preventive practice. Since the overall findings were that practice was dictated by the nature of the
"working environment" and the "OH nurses' perceptions and belief?. Several changes are required
in order to improve OH nursing practice. First there is a need for changes in legislation and
policy, i.e. specific "working environment" factors. This could have the effect of making OH
nurses compulsory in workplaces and ensuring that all companies create and develop an OH
nursing policy. Secondly, it is necessary to alter the way in which OH nurses' are perceived by
others, to ensure that their image and status is improved and that there is increased recognition
of their potential value and importance. This would affect OH nurses' own changing "perceptions
and beliefs". There are two elements involved within this: firstly, the OH nurses' expectations of
their roles and functions and secondly, employers' and employees' expectations of the OH service.
To bring about changes within this sphere, changes in the education of OH nurses would facilitate
their greater understanding and knowledge of OH and safety, management and communication
skills. This would enable OH nurses to sell their services more effectively, to become more
competitive in the job market and to justify their roles and functions. Therefore, in any attempt
to change OH nursing practice, it is necessary to first change the education of OH nurses (an
external factor) and thereby influence the perceptions and beliefs of OH nurses (an internal factor);
and at the same time reinforce the need for changes in legislation. If changes in the education of
OH nurses are made without comparable changes to legislation it may be expected that some
individuals will become more frustrated and deinoralised if they possess additional skills that they
feel unable to use because changes in policy do not recognise and support increased
responsibilities and a higher profile.
Regarding recommendations for OH nursing, an important issue is the need to formulate specific
standards for OH nursing practice, and to ensure that high quality services are established and
maintained. Furthermore it is recommended that OH nurses receive greater exposure to theoretical
models and general and professional philosophy in their training, so that they can develop services
both independently and as a member of an OH and safety team for a specific working
environment.
Recommendations concerning OH nursing education include the preparation of more highly
qualified OH nursing tutors, and provision of more educational programmes offering higher
qualifications for nurses practising OH and more updating courses. Another recommendation is
to promote the acquisition of more knowledge related to OH safety, health education and
promotion, communication and management (including the management of change) within the
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business environment This will involve changes in curriculum and course structure and substantial
personal and professional changes for occupational nursing teachers, in particular, as well as their
students. Finally nurses need to be encouraged to think independently and creatively so that they
can function more effectively within the OH system, in the context of a specific enterprise.
Regarding recommendations ,about OH nursing policy, an important issue is to influence
legislation by making a specific specialist OH nursing qualification compulsoiy. It is envisaged
that, in extending the role of the OH nurse and in facilitating further education, nurses will
become motivated to take on greater responsibilities and thereby to attain higher status and
professional promotion within the enterprise in which they work. They might then remain in the
profession which should provide increasing responsibility and job satisfaction. Further, regular
assessment of OH nursing manpower needs is essential, along with review of the general direction
of professional development. There is a great need for an annual registration system for nurses
holding specialist qualifications so that they can be identified, located and provided with relevant
information regularly. It is important to motivate nurses to become more politically active and
recognise the importance of their individual contributions and their ability to influence legislation,
which in turn influences practice. The establishment of pressure groups to promote the proposed
changes and strong support groups are paramount if changes in legislation are to occur. Finally,
it is proposed that OH nurses use the media to influence both the public's perception and
employers' and employees' views about their roles, functions and status.
8.7 The need for further researth
The main recommendations concerning future OH nursing research include the need for more
analytical studies of OH nurse's perceptions and beliefs, particularly in relation to the internal
influence factors. Further research into the working environment is also warranted, given the
relative importance of this area to practice. It would be important to focus research onto the health
hazards within the environment rather than focus on different types of organisation. Because of
the potential large variance expected, it is especially important to consider power analysis
regarding sample size for these types of studies.
Research into educational issues would also be beneficial to the future of OH nursing, particularly
regarding the needs (objectively measured) of OH nurses rather than their perceived demands
(subjectively measured). The need for this type of research is cvident from the results of this
study, where the key persons identified different important educational components than did the
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OH nurses. This difference probably reflects the fact that the key persons have greater expience
and training than the OH nurses and can view education in a retrospective way, more objectively
than OH nurses who may be unaware of many of the possible components of education that might
influence their practice. How best to change the education of OH nurses therefore requires further
detailed and specific study.
More research should be directed towards examination of the effect of the influence of
relationships between team members, specifically with a view to enhancing the provision of a
comprehensive service provided by an interdisciplinary team. The external factors outlined in this
study required further systematic analysis. For example the current findings reflected a particular
type of OH nursing education, health care delivery system, health and safety legislation and
economic and financial situation. In order to make generalisations from the data international and
cross-cultural comparisons are needed. This necessity is highlighted by the forthcoming European
Union legislation which should standardise OH services.
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Appendix Al. Additional Chi-squan Tables for Chapter 6
Tsble A1.1 Comparison of OH nurses actual roles with respect to gender.
Male	 Female
Actual roles	 No.	 No	 X2	 P-value
Therapeutic	 4	 250	 105	 467	 202	 0.155
Emergency responsibility	 9	 56.3	 162	 720	 1.11	 0.291
Health surveillance	 10	 62.5	 178	 79.1	 1.53	 0216
Health screening	 12	 75.0	 199	 884	 1.40	 0.237
Environment surveillance 	 10	 62.5	 86	 382	 2.73	 0 098
Consultant	 6	 37.5	 70	 311	 0.06	 0.800
Education	 8	 500	 151	 67.1	 1.26	 0261
Training	 5	 31.1	 93	 41 3	 0.28	 0 596
Management	 4	 25.0	 47	 209	 <0.01	 0.942
Research	 1	 6.3	 9	 4.0	 <0.01	 1.000
Total number	 16	 1000	 225	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
Table All Comparison of OH nurses' actual functions with respect to gender.
Male	 Female
Actual functions	 No.	 %	 No.	 %	 X •	 P-value
Routine treatment	 8	 50.0	 134	 59.0	 020	 0.656
Rehabilitation & resettlement
	 6	 37.5	 95	 41.9	 <0.01	 0 937
Emergency treatment
	 12	 750	 169	 74.4	 <0.01	 1.000
Health supervision of worker	 10	 62.5	 138	 60.8	 <001	 1 000
Assessment of exposure 	 3	 18.8	 27	 11.9	 0.17	 0.680
General health surveillance	 8	 50.0	 105	 46.3	 <001	 0975
Specific health surveillance	 5	 31.3	 116	 51.1	 163	 0.202
Recordkeepmg	 11	 68.8	 162	 71.4	 <ooi	 1.000
Health acreenmg	 10	 62 5	 164	 72.2	 030	 0.583
inunwilsation	 10	 625	 76	 335	 431	 0.038*
Fannharisation with work environment	 8	 500	 122	 53.7	 <001	 0975
Informing workers of health hazards	 4	 250	 79	 348	 028	 0.599
Occupational safety 	 6	 375	 40	 17.6	 266	 0.103
Individual counselling	 11	 688	 166	 73 1	 <001	 0928
Assisting soclo-psychological problems	 3	 188	 37	 163	 <001	 1.000
Health education & promotion
	
10	 62 5	 161	 709	 0 18	 0.667
First-aid training for workers
	 7	 438	 114	 502	 006	 0809
Development & maintenance of records 	 4	 250	 142	 626	 729	 0.007
Meetmgs&coenmunication	 9	 563	 117	 515	 001	 0.916
Co-operation with outside agencies 	 6	 375	 62	 273	 035	 0556
Total number	 16	 1000	 227	 1000	 -	 -
Chi-squ.are test, df-1, * P 005
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Table A13 Comparison of OH nurses' actual roles with respect to two age groups
<45years	 ^4syears
Actual roles
	 No.	 No.	 •	 P-value
Therapeutic	 49	 434	 59	 465	 0.12	 0726
Emergency responsibility 	 76	 673	 94	 740	 I 02	 0314
Health surveillance	 83	 73 5	 104	 81 9	 201	 0 156
Heath screening	 97	 858	 113	 890	 029	 0591
Environment surveillance	 47	 41.6	 49	 386	 012	 0.732
Consultant	 36	 31.9	 40	 31.5	 <001	 1.000
Education	 82	 726	 76	 59.8	 3 76	 0053
Training	 49	 43.4	 49	 386	 038	 0.535
Management	 25	 22.1	 26	 20.5	 0.02	 0.878
Research	 6	 5.3	 4	 3 1	 026	 0.608
Total number	 113	 100.0	 127	 100.0	 -	 -
Chi-square test, di , * P <0.05.
Table A1.4 Comparison of OH nurses' actual functions with respect to two age groups.
<45years	 ^45years
Actual functions	 No	 %	 No.	 o	 P-value
Routine treatment	 63	 54.3	 78	 61.9	 1.14	 0.286
Rehabilitation & resettlement
	 47	 40.5	 53	 42.1	 0.01	 0.910
Emergency treatment	 85	 73.3	 95	 75.4	 0.05	 0.818
Health supervision of worker	 67	 57.8	 81	 64.3	 0.83	 0.364
Assessment of exposure	 12	 10.3	 18	 14.3	 0.54	 0.463
General health surveillance	 54	 466	 59	 46.8	 <001	 1.000
Specific health surveillance
	 53	 45.7	 67	 53.2	 1.07	 0.301
Record keeping	 79	 68.1	 93	 73.8	 0.70	 0403
Health screening	 84	 72.4	 89	 70.6	 0.03	 0 870
Immunisation	 35	 30.2	 51	 40.5	 2.37	 0.124
Faxniliarisation with work environment
	 59	 50.9	 71	 563	 0.53	 0.468
Informing workers of health hazards	 40	 34.5	 42	 333	 <001	 0.958
Occupational safety	 28	 24.1	 18	 14.3	 3.19	 0.074
Individual counselling	 88	 759	 88	 69.8	 0 82	 0365
Assisting socio-psychological problems
	 22	 190	 18	 143	 065	 0420
Health education & promotion	 83	 71.6	 88	 69.8	 003	 0880
First-aid training for workers	 71	 61 2	 49	 389	 11.16	 <0 001
Development & maintenance of records
	 69	 595	 77	 611	 0.16	 0 899
Meetings & communication 	 67	 578	 58	 460	 2 87	 0090
Co-operation with outside agencies	 31	 267	 37	 294	 0 10	 0754
Totalnumber	 116	 1000	 126	 1000	 -	 -
Chi-square test, df-1, * P <005.
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Table A1. Comparison of 01-I nurses' actual roles with respect to two marital status groups.
Married	 Non-married
Actual roles
	 No.	 No	 %	 12 •	 P-value
Therapeutic	 74	 448	 34	 45.9	 <001	 0986
Emergency responsibility	 117	 70.9	 52	 70.3	 <001	 1.000
Health surveillance	 131	 794	 56	 757	 023	 0.635
Health screening	 146	 885	 63	 85 1	 026	 0.609
Environment surveillance 	 68	 41 2	 27	 36 5	 030	 0.5 84
Consultant	 46	 279	 30	 405	 322	 0.073
Education	 110	 66.7	 47	 63.5	 0 II	 0.743
Training	 69	 41 8	 29	 39.2	 0.06	 0.810
Management	 33	 200	 17	 23.0	 0.12	 0.726
Research	 9	 5.5	 1	 1.4	 1 24	 0265
Total number	 165	 100.0	 74	 100.0	 -	 -
Chi-square test, df-1, * P <005.
Table A1.6 Comparison of OH nurses' actual functions with respect to two marital status groups.
Married	 Non-married
Actual functions	 No.	 No.	 12	 P-value
Routme treatment	 96	 57.8	 45	 60.0	 0.03	 0.86 1
Rehabilitation & resettlement
	 65	 39.2	 35	 46.7	 0.91	 0.340
Emergency treatment
	 126	 75.9	 54	 72.0	 0.24	 0.627
Health supervision of worker 	 102	 61.4	 46	 61.3	 <001	 1.000
Assessment of exposure	 20	 12.0	 10	 13.3	 <0.01	 0.945
General health surveillance 	 34	 50.6	 29	 38.7	 2.50	 0.114
Specific health surveillance	 85	 51.2	 34	 45.3	 0.50	 0.481
Record keepmg
	 123	 74.1	 49	 65.3	 1.54	 0.215
Health screening	 118	 71.1	 54	 72.0	 <0.01	 1.000
Immunisation	 59	 35.5	 27	 36.0	 <0.01	 1.000
Familiarisaijon with work environment
	 84	 50.6	 45	 60.0	 1.48	 0.224
Informing workers of health hazards 	 52	 31.3	 29	 387	 0.94	 0.332
Occupational safety
	 31	 18.7	 15	 20.0	 <0.01	 0.94g
Individual counselling	 116	 69.9	 59	 787	 1.59	 0.208
Assisting socio-psychological problems
	 31	 18.7	 9	 120	 1.22	 0.270
Health education & promotion
	 124	 747	 46	 61.3	 3.82	 0051
First-aid trammg for workers
	 76	 45.8	 43	 57.3	 231	 0.128
Development & maintenance of records
	 94	 56.6	 51	 680	 233	 0.127
Meetings & commwucation 	 86	 51.8	 38	 50.7	 <001	 0980
Co-operation with outside agencies 	 46	 27.7	 22	 29.3	 001	 0917
Total number	 166	 100.0	 75	 1000	 -	 -
Chi-square test, dfl, * P 005.
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Table A1.7 Comparison of OH nurses' actual roles with respect to three position groups.
Low position	 Middle position	 High position
Actual roles	 No	 No.	 %	 No.	 P-value
Therapeutic	 28	 596	 56	 47.9	 25	 333	 860	 0014
Emergency responsibility	 36	 766	 85	 726	 49	 65 3	 203	 0362
Health surveillance	 35	 745	 91	 77 8	 61	 81 3
	 0 83	 0.660
Health screening	 42	 89.4	 105	 897	 62	 82 7	 2 18	 0337
Environmental surveillance
	 15	 31 9	 44	 376	 35	 467	 292	 0.232
Consultant	 15	 31.9	 34	 29.1	 26	 34.7	 067	 0.714
Education	 32	 68 1
	 82	 70 1	 43	 57.3	 340	 0.183
Training	 23	 489	 43	 368	 31	 41.3	 208	 0354
Management	 4	 85	 23	 19.7	 24	 320	 1043	 0005
Research	 3	 6.4	 4	 3.4	 3	 4.0	 0.68	 0.712
Total number	 47	 1000	 117	 100.0	 75	 1000	 -	 -
Chi-square test, df-2, * P < 005.
Table Al.8 Comparison of OH nurses' actual functions with respect to three position &oups.
Low position	 Middle position	 High position
Actual functions	 No.	 No.	 No.	 X	 P-value
Routine trealment	 29	 60.4	 71	 60.2	 41	 54.7	 0.66	 0.719
Rehabilitation & resettlement 	 13	 27.1	 53	 44.9	 35	 46.7	 5.69	 0.058
Emergency treatment
	 37	 77.1	 86	 72.9	 57	 76.0	 0.42	 0.811
Health supervision of worker
	 28	 58.3	 68	 57.6	 51	 68.0	 2.29	 0.319
Assessment of exposure	 4	 8.3	 13	 11.0	 13	 17.3	 2.55	 0.280
General health surveillance	 25	 521	 58	 49.2	 29	 38.7	 2 80	 0.246
Specific health surveillance 	 17	 35.4	 66	 55.9	 37	 49.3	 5.82	 0.055
Record keeping	 35	 72.9	 83	 70.3	 53	 70.7	 0.12	 0944
Health screening	 36	 750	 83	 703	 53	 70.7	 0.40	 0820
bnmunisalion	 19	 39.6	 42	 35.6	 25	 33.3	 0.50	 0.780
Fainiliazisation with work	 25	 52.1	 65	 55.1	 39	 52.0	 023	 0893
environment
informing workers of health hazards
	 14	 29.2	 41	 34.7	 27	 36.0	 067	 0.714
Occupational safety 	 9	 188	 17	 14.4	 18	 240	 2.79	 0.247
Individual counselling	 40	 83.3	 86	 72.9	 49	 65.3	 498	 0083
Assisting socio-psychological	 12	 25.0	 16	 13 6	 12	 16.0	 3.03	 0.2 19
problems
Health education & promotion
	 33	 688	 88	 746	 48	 640	 249	 0288
First-aid training for workers 	 24	 50 0	 63	 53 4	 33	 440	 1 62	 0445
Development & maintenance of
	 34	 708	 71	 602	 40	 53.3	 381	 0 149
records
Meetings & communication	 23	 47.9	 55	 466	 47	 627	 5 16	 0076
Co-operation with outside agencies
	 16	 333	 31	 263	 21	 280	 083	 0662
Total number	 48	 1000	 118	 1000	 75	 1000	 -	 -
Chi-square test, df 2, * P <005.
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Table A1.9 Comparison of OH nurses' actual roles with respect to two duty pattern groups
Day duty	 Shift work
Actual role,	 No.	 No.	 %	
2	 P-value
Therapeutic	 91	 444	 18	 500	 020	 0658
Emergency responsibility 	 138	 673	 33	 91 7	 7.67	 0 006*
Health surveillance 	 159	 77.6	 29	 806	 003	 0.856
Health screening	 178	 868	 33	 917	 029	 0591
Environment surveillance 	 83	 40 5	 13	 36 1	 0.10	 0756
Consultant	 63	 30.7	 13	 36 1	 020	 0655
Education	 142	 69.3	 17	 47.2	 568	 0.017
Training	 86	 42.0	 12	 33 3	 062	 0.431
Management	 46	 224	 5	 139	 0.88	 0.349
Research	 8	 3 9	 2	 5 6	 <0.01	 0.996
Total number	 205	 100.0	 36	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
Table Al.lG Comparison of OH nurses' actual functions with respect to two duty pattern groups.
Day duty	 Shift work
Actual inctions	 No.	 No.	 %	 12	 P-value
Routine Ireatment	 117	 57.1	 25	 65.8	 0.68	 0411
Rehabilitation & resettlement
	 88	 42.9	 13	 34.2	 0.68	 0.411
Emergency tmatment
	 148	 72.2	 33	 86.8	 2.89	 0.089
Health supervision of worker	 123	 60.0	 25	 65.8	 024	 0.624
Assessment of exposure 	 26	 12.7	 4	 10.5	 0.01	 0.918
General health surveillance	 92	 44.9	 21	 55 3	 1.00	 0316
Specific health surveillance 	 107	 52.2	 14	 36.8	 2.44	 0.118
Record keeping	 142	 69.3	 31	 81.6	 1.81	 0.179
Health screening	 145	 70.7	 29	 76.3	 0.26	 0 613
Immunisation	 78	 38.0	 8	 21.1	 3.34	 0.068
Familiarization with work environment 	 110	 53.7	 20	 52.6	 <001	 1.000
Infonning workers of health hazards
	 68	 33.2	 15	 39.5	 032	 0.571
Occupational safety
	 38	 18.5	 8	 21.1	 0.02	 0.890
Individual counselling	 149	 72.7	 28	 73.7	 <001	 1.000
Assisting socio-psychological problems	 33	 16.1	 7	 184	 001	 0907
Health education & promotion	 146	 71 2	 25	 65.8	 0.23	 0.631
First-aid Irsimng for workers	 98	 47.8	 23	 60.5	 1.60	 0 206
Development & maintenance of records 	 123	 60.0	 23	 60.5	 <0.01	 I 000
Meetings& communication	 116	 566	 10	 263	 1058	 0001
Co-operation with outside agencies 	 57	 278	 II	 289	 <0.01	 1 000
Total number	 205	 1000	 38	 1000	 -
Chi-squaretest,df 1, 5 P(005
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Table A1.11 Comparison of 011 nurses' actual roles with respect to three working hours groups.
<35 hours	 35-39 hours	 ^ 40houra
Actual roles	 No	 No.	 %	 No.	 P-value
Therapeutic	 25	 521	 62	 416	 19	 475	 1.76	 0416
Emergency responsibility 	 34	 708	 109	 73 2	 26	 650	 1.00	 0.605
Health surveillance	 35	 729	 120	 805	 29	 725	 1.91	 0 384
Health screening	 43	 89.6	 129	 866	 35	 875	 031	 0 857
Environmental surveillance 	 20	 41.7	 58	 38.9	 18	 45.0	 0.51	 0 774
Consultant	 17	 35.4	 49	 329	 10	 250	 1.25	 0.536
Education	 29	 60.4	 96	 64.4	 30	 75.0	 2.30	 0.3 17
Training	 20	 41.7	 61	 40.9	 14	 35.0	 0.53	 0.766
Management	 7	 146	 32	 21.5	 12	 300	 3.07	 0.216
Research	 1	 2.1	 6	 40	 3	 7.5	 1.55	 0461
Total number	 48	 100.0	 149	 100.0	 40	 100.0	 -	 -
Chi-square test, df-2, * P < 0.05.
Table A1.12 Comparison of OH nurses' actual functions with respect to three working hours groups.
<35hours	 35-39 hours	 ^ 40hourg
Actual functions	 No	 No.	 %	 No.	 P-value
Routine treatment	 30	 62.5	 86	 57.7	 23	 54.8	 0.59	 0.746
Rehabilitation & resettlement	 16	 333	 66	 44.3	 19	 45.2	 2.01	 0.366
Emergency Ireatment	 39	 81.3	 113	 75.8	 27	 64.3	 3.50	 0.174
Health supervision of worker 	 28	 58.3	 94	 63.1	 23	 54.8	 1 08	 0.582
Assessment of exposure	 6	 12.5	 16	 10.7	 5	 11.9	 0.13	 0.937
General health surveillance	 26	 54.2	 72	 48.3	 13	 31.0	 5.54	 0.063
Specific health surveillance	 19	 39.6	 78	 52.3	 23	 54.8	 2.81	 0.246
Record keeping	 42	 87.5	 99	 66.4	 31	 73.8	 8.97	 0.0l1
Health screening	 35	 72.9	 105	 70.5	 31	 73.8	 024	 0 889
Immunisation	 14	 29.2	 57	 38.3	 14	 33.3	 1.44	 0.486
Familiarisation with work	 20	 41.7	 82	 55.0	 24	 57.1	 3.00	 0.223
envwomnent
Informing workers of health hazards
	 18	 37.5	 46	 30.9	 18	 42.9	 2.33	 0.313
Occupational safety	 10	 208	 24	 16.1	 11	 262	 2.24	 0.326
Individual counselling	 36	 75.0	 108	 72 5	 29	 69.0	 040	 0.820
Assisting socio-psychological 	 8	 16.7	 22	 14.8	 10	 238	 1.80	 0407
problems
Health education & promotion 	 35	 729	 109	 73.2	 27	 64.3	 1.28	 0528
First-aid training for workers	 24	 500	 72	 483	 21	 500	 006	 0.969
Development & maintenance of	 25	 52.1	 93	 624	 24	 57.1	 1.70	 0.426
records
Meetings & communication	 27	 563	 79	 530	 18	 429	 1 82	 0403
Co-operation with outside agencies	 10	 208	 42	 282	 15	 35.7	 248	 0289
Total number	 48	 1000	 149	 1000	 42	 1000	 -	 -
Chi-square test, df 2, * P <005.
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TaliIr A113 Comparison of OH nurses' actual roles with respect to four salazy groups.
<£13,000	 £13,000 - 15,999 £16,000 - 19,999	 ^ £20000
Astual roles	 No.	 %	 No.	 %	 No.	 00	 No.	 o	 •	 P-value
Therapeutic	 35	 51 5	 26	 400	 34	 507	 13	 33.3	 489	 0 180
Emergency responsibility	 56	 824	 47	 723	 48	 71.6	 19	 48.7	 13 25	 0004*
Health surveillance	 51	 750	 53	 81 5	 55	 82.1	 27	 692	 3.13	 0372
Health screening	 61	 89.7	 55	 846	 60	 896	 33	 846	 1.33	 0721
Environmental surveillance	 22	 32.4	 23	 354	 31	 463	 20	 51 3	 5.39	 0 146
Consultant	 17	 25.0	 23	 35.4	 21	 31.3	 15	 38.5	 267	 0.445
Education	 44	 647	 45	 692	 44	 65.7	 24	 61.5	 069	 0.876
Training	 30	 441	 28	 43.1	 22	 32.8	 17	 43.6	 237	 0499
Management	 9132	 10	 15.4	 12	 17.9	 19	 487	 19.18	 <0.001'
Research	 2	 2.9	 2	 3.1	 I	 1.5	 5	 12.8	 688	 0.076
Total number	 68	 100.0	 65	 100.0	 67	 100.0	 39	 100.0	 -	 -
'Chi-square test, df 3, * P <0.05.
Talik A1.14 Comparison of OH nurses' actual functions with respect to four salazy groups.
<£13,000	 £13,000 - 15,999 £16,000 - 19,999	 ^ £20000
Actual functions 	 No.	 %	 No.	 %	 No.	 %	 No.	 %	 X2	 P-value
Routine treatment 	 44	 65.7	 45	 68.2	 30	 43.5	 21	 53.8	 10.69	 0.014*
Rehabilitation & resettlement	 15	 224	 27	 40.9	 38	 55.1	 20	 51.3	 17.55	 <0001*
Emergency treatment	 55	 82 1	 52	 78 8	 50	 72.5	 23	 59.0	 7.47	 0.05 8
Health supervision of worker	 39	 58.2	 46	 69.7	 36	 52.2	 27	 69.2	 5.73	 0.126
Assessment of exposure	 7	 10.4	 9	 13.6	 8	 11.6	 6	 15.4	 068	 0.878
General health surveillance	 36	 53.7	 31	 47.0	 31	 449	 15	 385	 2.49	 0.477
Specific health surveillance 	 31	 46.3	 36	 545	 31	 44.9	 21	 53.8	 1.82	 0.610
Record keeping	 58	 866	 47	 71.2	 43	 62.3	 24	 61.5	 13 14	 0.004'
Health screening	 47	 70.1	 46	 69.7	 53	 76.8	 26	 66.7	 1 59	 0662
Immunisation	 22	 32.8	 24	 36.4	 21	 30.4	 18	 462	 2.88	 0410
Faimliarisation with work	 29	 43.3	 37	 56.1	 44	 63.8	 19	 487	 6.31	 0.097
envifonment
Informing workers of health 	 25	 67.3	 24	 36.4	 15	 21.7	 17	 436	 6.99	 0.072
hazards
Occupational safety	 18	 26.9	 9	 13.6	 8	 11.6	 11	 282	 850	 0037'
Individual counselling	 48	 71.6	 46	 69.7	 55	 79.7	 26	 667	 2.83	 0.4 18
Assisting socio-psychological 	 16	 23 9	 6	 9 1	 10	 14.5	 8	 20 5	 6.08	 0.108
Health education & promotion	 41	 61 2	 48	 72.7	 50	 72.5	 31	 795	 456	 0207
First-aid training for workers	 29	 433	 34	 51 5	 38	 55.1	 19	 487	 201	 0571
Development & maintenance of 38	 56.7	 40	 606	 49	 71 0	 18	 462	 698	 0073
records
).4eetmgs & communication 	 34	 507	 31	 47.0	 36	 522	 24	 61 5	 2 15	 0.542
Co-operation with outside	 22	 328	 12	 18.2	 20	 29.0	 13	 333	 4.76	 0 191
agencies
Total number	 67	 1000 66	 1000	 69	 1000	 39	 1000	 -	 -
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Table A1.15 Comparison of OH nurses actual roles with respect to two statutoiy qualification groups
EN	 RGN
Actual roles
	 No.	 %	 No.	 12	 P-value
Therapeutic	 7	 368	 102	 459	 028	 0600
Emergency responsibility 	 16	 84.2	 155	 698	 113	 0288
Health swveillajice	 12	 63.2	 176	 793	 1 80	 0.180
Health screening	 17	 89.5	 194	 874	 <001	 1000
Environment surveillance 	 8	 42.1	 88	 39.6	 <001	 1000
Consultant	 5	 263	 71	 320	 006	 0.800
Education	 14	 73.7	 145	 65.3	 024	 0626
Training	 5	 263	 93	 419	 117	 0279
Management	 2	 10.5	 49	 22.1	 079	 0.373
Research	 0	 0.0	 10	 4.5	 0.12	 0.730
Total number	 19	 1000	 222	 1000	 -	 -
Chi-square test, df , * P <0.05.
Table A 1.16 Comparison of OH nurses' actual functions with respect to two statutory qualification grois.
EN	 RGN
Iminunisation	 5	 27.8	 81	 36.0	 0.20	 0.656
Famiiarisation with work environment 	 6	 33.3	 124	 55.1	 2.36	 0 124
Informing workers of health hazards	 7	 38.9	 76	 33.8	 0 03	 0.856
Occupational safety	 7	 389	 39	 17.3	 3.74	 0.053
Individual counselling 	 14	 77.8	 163	 72.4	 005	 0 830
Assisting socio-psychological problems	 4	 222	 36	 16.0	 0.13	 0.723
Health education & promotion
	 10	 556	 161	 71.6	 1.35	 0.245
First-aid training for workers	 10	 55.6	 ill	 49.3	 007	 0 792
Development & maintenance of records
	 12	 667	 134	 59.6	 0.12	 0732
Meelmgs & communication	 7	 389	 119	 529	 081	 0.369
Co-operation with outside agencies 	 5	 27.8	 63	 28 0	 <001	 1 000
Total number	 18	 100.0	 225	 100.0	 -	 -
Chi-square test, d 1, * P <005.
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Table A1.17 Comparison of OH nurses' actual roles with respect to four profesaional qualification groups
None	 OHNP	 OHNC	 OHND
Actual roles
	 No.	 °o	 No	 ,	 No.	 %	 No.	 ,	 .i	 P-value
Therapeutic	 34	 567	 11	 393	 61	 43.0	 3	 273	 535	 0.148
Emergency responsibility	 45	 750	 24	 85.7	 98	 690	 4	 364	 9.77	 0 021'
Health surveillance 	 44	 73 3	 21	 750	 114	 803	 9	 Xl 8
	 I 41	 0.703
Health screening	 50	 833	 25	 89.3 128
	
901	 8	 727	 365	 0302
Environmental surveillance
	 1931.7	 8	 286	 62	 437	 7	 63 6
	 666	 0:084
Consultant	 19	 31.7	 6	 21.4	 43	 31.7	 6	 54.5	 390	 0272
Education	 39	 65.0	 17	 607	 97	 683	 6	 54.5	 1.33	 0.723
Training	 24	 40.0	 13	 464	 57	 40 1	 4	 36.4	 049	 0 920
Management	 8	 13.3	 2	 71	 34	 239	 7	 63.6	 16.48	 <0001'
Research	 1	 1.7	 0	 00	 8	 36	 1	 9.1	 479	 0 188
Totalnumber	 60	 100,0	 28	 1000 142
	 100.0	 11	 1000	 -	 -
Chi-square test, df 3, * P <0 05.
Table A1.18 Comparison of OH nurses' actual functions with respect to four professional qualificatioa groups.
None	 OHNP	 OHNC	 OHNI)
Actual functions	 No.	 %	 No.	 %	 No.	 %	 No.	 %	 •	 P-value
Routine treatment	 39	 66.1	 22	 786	 77	 53.1	 4	 36.4	 10.39	 0.0 16'
Rehabilitation & resettlement
	 14	 23.7	 4	 14.3	 77	 53.1	 6	 54.5	 26.68	 <0.001'
Emergency treatment
	 50	 847	 24	 85.7	 101	 69.7	 6	 545	 9.50	 0.023'
Health supervision of worker
	 37	 62.7	 21	 75.0	 81	 55.9	 9	 81,8	 6.34	 00%
Assessment of exposure 	 9	 15.3	 3	 10.7	 17	 11.7	 1	 9.1	 0.67	 0.879
General health surveillance
	 28	 47 5	 18	 64.3	 62	 42.8	 5	 45.5	 442	 0.2 19
Specific health surveillance
	 30	 50.8	 11	 39.3	 77	 53.1	 3	 273	 4.23	 0.238
Record keeping	 45	 76.3	 19	 67.9	 103	 71.0	 6	 545	 229	 0.5 15
Health screening	 43	 72.9	 20	 71.4	 104	 71.7	 7	 63 6	 0.38	 0.945
Immunisation	 20	 33.9	 11	 39.3	 53	 36.6	 2	 182	 191	 0.591
Famihansation with work
	 27	 45.8	 15	 53.6	 82	 56.6	 6	 54.5	 1.96	 0.580
environment
Informing workers of health
	 23	 390	 9	 32.1	 44	 30.3	 7	 63.6	 5 57	 0.135
hazards
Occupational safety
	 16	 27.1	 4	 143	 23	 15.9	 3	 27.3	 415	 0.246
Individual counselling	 38	 64.4	 21	 750	 110	 75.9	 8	 727	 2.76	 0.430
Assistingsocio-psychological	 10	 169	 6	 21.4	 21	 14.5	 3	 27.3	 1.72	 0.633
problems
Health education & promotion
	 35	 59.3	 20	 71.4	 106	 73 1
	 10	 90.9	 6 56	 0087
First-aid training forworkera
	 19	 322	 15	 536	 82	 566	 5	 455	 1037	 0016'
Development & maintenance of 33
	 559	 19	 67.9	 89	 61.4	 5	 455	 220	 0.53 1
records
Meetings & commumcation	 25	 424	 10	 35 7	 83	 572	 8	 727	 8.77	 0032'
Co-operation with outsde
	 14	 23.7	 6	 214	 42	 290	 6	 545	 465	 0198
agencies
Total number	 59	 1000	 28	 1000	 145	 1000	 11	 1000	 -	 -
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Table A1.19 Comparison of the actual roles of OH nurses between short professional nursing course groups.
Yes	 No
ActUal roles	 No.	 %	 No	 P-value
Therapeutic	 50	 439	 54	 474	 1)16	 0.670
Emergency responsibility 	 82	 71 9	 79	 693	 0 85	 0 771
Health surveillance	 89	 78 1	 86	 75.4	 1)98	 0 754
Health screening	 102	 895	 96	 842	 096	 0327
Environment surveillance	 53	 465	 38	 33.3	 358	 0058
Consultant	 38	 333	 37	 32.5	 <001	 1.000
Education	 68	 59.6	 83	 728	 384	 0049
Training	 44	 386	 48	 42.1	 1)16	 0686
Management	 25	 21 9	 24	 21.1	 <0 01	 1.000
Research	 5	 4.4	 4	 3 5	 <0 01	 1.000
Total number	 114	 100.0	 114	 100.0	 -	 -
'Chi-square test, df 1, * p <gas.
Table Al20 Comparison of Ihe actual functions of OH nurses between shod professional nursing course groups.
Yes	 No
Inimunisation	 41	 35.3	 42	 36.8	 0.1)1	 0.921
Familiarisation with work environment
	 57	 49 1
	
65	 57.0	 1.13	 0.287
Informing workers of health hazards
	 40	 34.5	 39	 342	 <0.01	 1.000
Occupational safety	 19	 16.4	 24	 21.1	 0.55	 0.459
Individual counselling	 86	 74 1	 81	 71.1	 0.14	 0 706
Assisting socio-psychologtcal problems 	 20	 17.2	 16	 14.0	 0.24	 0626
Health education & promotion
	 79	 68.1	 84	 73.7	 0.62	 0.432
First-aid training for workers
	 56	 483	 60	 526	 0.28	 0 597
Development & maintenance of records	 69	 59.5	 71	 623	 0.09	 0764
Meetings & communication	 61	 526	 59	 51 8
	 <0.01	 1000
Co-operation with ouiside agencies
	 31	 26.7	 34	 29.8	 0.14	 0707
Totalnumber	 116	 1000	 114	 100.0	 -	 -
'Chi-aquare test,df 1, * P 005.
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Table A1.21 Comparison of the actual roles of OH nurses between hospital experience groups
None	 <5 years	 5 - 9 years	 ^ 10 years
Actual roles	 No	 %	 No	 .	 No.	 %	 No.	 %	 P-value
Therapeutic	 5	 714	 52	 460	 23	 411	 17	 447	 239	 0495
Emergencyresponsibility	 7	 1000	 72	 637	 44	 78628	 73.7	 935	 002
Health surveillance 	 3	 42.9	 89	 788	 44	 786	 31	 81 6
	 439	 0 223
Health screening	 6	 857 101	 894	 46	 82.1	 33	 868	 167	 0643
Environmental surveillance
	 4	 57.1	 46	 407	 20	 35.7	 15	 39.5	 1.29	 0.732
Consultant	 1	 143	 34	 301	 19	 339	 12	 316	 1.32	 0.724
Education	 5	 71.4	 76	 673	 35	 62.5	 26	 684	 0.56	 0 905
Training	 2	 286	 47	 416	 27	 482	 15	 395	 150	 0681
Management	 1	 143	 26	 230	 14	 25.0	 8	 21.1	 054	 0.910
Research	 0	 00	 7	 62	 2	 3.6	 0	 00	 490	 0179
Total number	 7	 100.0	 113	 1000	 56	 100.0	 38	 100.0	 -	 -
Chi-square test, df 3, * P <005.
Table A 1.22 Coinpazison of the actual functions of OH nurses between hospital experience groups.
None	 <5 years	 5 - 9 years	 ^ 10 years
Actual fuflctiOns	 No.	 %	 No	 %	 No.	 %	 No.	 X	 P value
Routinelrealznent	 5	 71.4	 62	 53.4	 35	 63.6	 23	 60.5	 2.35	 0504
Rehabilitation & resettlement	 5	 71.4	 5!	 440	 22	 400	 12	 31.6	 4.49	 0213
Emergency treatment	 6	 85.7	 87	 75.0	 41	 74 5	 28	 73.7	 0.52	 0.9 14
Health supervision of worker	 3	 42.9	 70	 60.3	 36	 65.5	 22	 57.9	 1.57	 0667
Assessment of exposure	 1	 14.3	 12	 10.3	 10	 18.2	 4	 10.5	 2.13	 0545
General health surveillance 	 5	 71 4	 49	 42.2	 22	 40.0	 22	 57.9	 544	 0.142
Specific health surveillance	 4	 57.1	 57	 49.1	 31	 56.4	 21	 55.3	 1.03	 0794
Record keeping	 4	 57.1	 82	 70.7	 38	 69.1	 31	 81.6	 2.91	 0406
Health screening	 6	 85.7	 84	 724	 34	 61.8	 30	 789	 4.33	 0228
Immunisation	 1	 143	 39	 336	 19	 34.5	 14	 368	 1.55	 0671
Fanuliarisatjon with work	 4	 57.1	 68	 58.6	 28	 50.9	 14	 36.8	 5.62	 0 131
environment
Infoiming workers of health
	 2	 286	 39	 33.6	 17	 30.9	 13	 34.2	 0.22	 0 975
hazards
Occupational safety
	 1	 14.3	 23	 198	 9	 164	 8	 21.1	 0.52	 0915
Individual counselling	 4	 57.1	 90	 776	 37	 673	 27	 71.1	 3.05	 0384
Assisting socio-psychologicai	 1	 14.3	 19	 16.4	 10	 182	 5	 132	 0.45	 0930
problems
Health education & promotion	 6	 85.7	 80	 690	 37	 67.3	 31	 81 6
	 3.69	 0298
First-aid frarnmg for workers
	 2	 286	 63	 54.3	 23	 41 8	 16	 42 1
	 433	 0.228
Development & maintenance of 3
	
429	 73	 62.9	 32	 582	 21	 553	 1.67	 0643
records
Meetings & communication 	 5	 71 4	 58	 500	 31	 564	 22	 579	 1 99	 0575
Co-operation with outside	 2	 286	 35	 30.2	 15	 273	 8	 21.1	 124	 0743
agencies
Total nwnber	 7	 1000 116	 1000	 55	 1000	 38	 1000	 -	 -
Chi-squareiest,df 3,* P<0 5
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Table Al.23 Comparison of the actual roles of OH nurses between community health nursing experience groups.
Yes	 No
Actual roles	 No	 No	 %	 Pv5hic
Therapeutic	 34	 39 5	 75	 490	 1.63	 0201
Emergency responsibility	 57	 663	 113	 73 9	 119	 0 275
Health surveillance 	 67	 779	 119	 77.8	 <001	 1 000
Health screening	 75	 872	 134	 876	 <001	 1.000
Environment surveillance	 39	 45.3	 56	 36.6	 1.41	 0.235
Consultant	 28	 32.6	 47	 307	 022	 0.882
Education	 58	 674	 100	 65.4	 003	 0.854
Training	 33	 384	 65	 42.5	 023	 0629
Management	 21	 24.4	 28	 18.3	 0.92	 0.338
Research	 6	 7.0	 4	 26	 1.64	 0.201
Total number	 86	 100.0	 153	 1000	 -	 -
Chi-square test, df 1, * l <0.05.
Table A1.24 Comparison of the actual functions of OH nurses between community health nursing experience groups.
Yes	 No
Actual functions	 No.	 00	 No.	 %	 P-value
Routine treatment 	 47	 54.7	 94	 606	 0.59	 0.442
Rehabilitation & resettlement
	 37	 43.0	 63	 40.6	 0.05	 0.824
Emergency treatment	 62	 72.1	 118	 76.1	 029	 0.592
Health supervision of worker
	 56	 65.1	 90	 58 1
	 0.88	 0.349
Assessment of exposure
	 11	 12.8	 19	 12.3	 <0.01	 1.000
General health surveillance
	 35	 40.7	 76	 49.0	 1.23	 0.268
Specific health surveillance 	 47	 54.7	 73	 47.1	 0.98	 0 323
Record keeping	 60	 69.8	 111	 71.6	 0.24	 0877
Health screenmg	 62	 72.1	 110	 71.0	 <0.01	 0971
Inimunisation	 30	 34.9	 56	 36.1	 <001	 1.000
Familiarisation with work environment
	 49	 57.0	 79	 51 0	 0.58	 0.447
Informing workers of health hazards
	 27	 31.4	 55	 35.5	 0.25	 0617
Occupational safety	 18	 20.9	 28	 18.1	 0.14	 0.710
Individual counselling	 68	 79.1	 108	 69.7	 2.02	 0.155
Assisting socio-psychological problems 	 15	 17.4	 24	 15.5	 0.05	 0831
Health education & promotion
	 66	 76.7	 104	 67.1	 203	 0.154
First-aid training for workers
	 38	 442	 83	 53 5	 1.58	 0208
Development & maintenance of records 	 51	 59.3	 95	 61.3	 027	 0869
Meetings & communication 	 44	 51.2	 82	 52.9	 001	 0901
Co-operation with outside agencies
	 22	 25 6	 45	 290	 0 18	 0672
Total number	 86	 1000	 155	 1000	 -	 -
Chi-square test, df 1, * P <0 05
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Therapeutic	 50	 43.9	 56	 46.3	 0.06	 0.809
Emergency responsibility	 82	 71.9	 85	 702	 002	 0 888
Health surveillance	 85	 746	 97	 802	 0.76	 0.384
Health screening	 103	 90.4	 102	 84.3	 1 43	 0232
Environment surveillance	 49	 43.0	 47	 38.8	 0.26	 0.608
Consultant	 36	 31.6	 39	 322	 <0.01	 1.000
Education	 68	 59.6	 86	 71.1	 2.91	 0088
Training	 39	 34.2	 55	 45.5	 2.64	 0.104
Management	 32	 28.1	 18	 14.9	 5.34	 0021*
Research	 7	 6.1	 3	 2.5	 1.14	 0.286
Total number	 114	 100.0	 121	 100.0	 -	 -
Chi-square test, df 1, * P <005.
Table A1.26 Comparison of the actual functions of OH nurses between OH nursing experience groups.
^loyears	 <loyears
Actual functiOns	
No.	 %	 No.	 I	 P-value
Routine treatment	 65	 57.5	 73	 58.9	 <0.01	 0.937
Rehabilitation & resettlement	 50	 442	 50	 40.3	 0.23	 0.632
Emergency treatment
	 83	 73.5	 94	 75.8	 0.07	 0.790
Health supervision of worker	 69	 61.1	 74	 59.7	 <0.01	 0.933
Assessment of exposure	 15	 13.3	 12	 9.7	 0.44	 0.506
General health surveillance	 55	 48.7	 55	 44.4	 0.29	 0.592
Specific health surveillance
	 50	 44.2	 69	 55.6	 2.63	 0.105
Record keeping	 79	 69.9	 91	 73.4	 0.20	 0.653
Health screening	 86	 76.1	 83	 66.9	 2.00	 0.157
Immunisation	 49	 43.4	 35	 282	 5.28	 0022*
Familiarisation with work environment	 60	 53.1	 65	 52.4	 <0.01	 1.000
Informing health hazards	 39	 34.5	 42	 33.9	 <0.01	 1.000
Occupational safety	 19	 168	 26	 21.0	 0.42	 0.517
Individual counselling 	 83	 73.5	 90	 72.6	 <0.01	 0.997
Assisting socio-psychological problems	 17	 150	 22	 17.7	 0.15	 0.701
Health education & promotion
	 81	 71.7	 89	 71.8	 <001	 1.000
First-aid training for workers	 50	 44.2	 66	 53.2	 1.56	 0.211
Development & maintenance of records	 69	 61.1	 72	 58.1	 0.11	 0.736
Meetings & communication	 52	 460	 71	 573	 256	 0.110
Co-operation with outside agencies
	 34	 30 1
	 33	 266	 020	 0.653
Totainumber	 113	 1000	 124	 1000	 -	 -
Cu-square test, df I, * P < 005.
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Table A1.27 Comparison of the actual roles of OH nurses between definition of OH nursing groups.
AAOHN	 ANA	 RCN	 Others
Actual roles	 No	 %	 No	 %	 No.	 %	 No	 %	 •	 PVhiC
Therapeutic	 62	 440	 7	 35.0	 33	 516	 7	 46.7	 199	 0574
Emergency responsibility 	 106	 75 2	 7	 350	 47	 73.4	 10	 667	 1263	 0006*
Health surveillance	 109	 773	 16	 800	 50	 781	 12	 857	 0.12	 0989
Healthscreening	 121	 858	 17	 850	 58	 90.6	 14	 933	 1.63	 0653
Environmental surveillance
	 58	 41.1	 7	 350	 20	 31.3	 11	 733	 9.24	 0 026
Consultant	 44	 31 2
	 10	 500	 17	 266	 5	 33 3	 3.72	 0294
Education	 100	 709	 15	 75.0	 35	 54.7	 9	 60.0	 6.05	 0.109
Training	 51	 36.2	 11	 550	 31	 484	 5	 333	 478	 0189
Management	 31	 22.0	 8	 40.0	 11	 17.2	 1	 6.7	 6.74	 0081
Research	 6	 43	 2	 100	 1	 1.6	 1	 67	 2.86	 0414
Totalnumber	 141	 100.0	 20	 1000	 64	 1000	 15	 1000	 -	 -
'Chi-square test, df 3, * P < 0.03.
Table A1.28 Comparison of the actual functions of OH nurses between definition of OH nursing groups.
AAOHN	 ANA	 RCN	 Others
Actual functions	 No	 %	 No	 %	 No.	 %	 No	 %	 P-value
Routine treatment	 84	 59.6	 8	 38.1	 39	 60.9	 10	 62 5	 3.86	 0.277
Rehabilitation & resettlement
	 61	 43.3	 11	 52.4	 24	 37.5	 5	 31.3	 2.32	 0.508
Emergencytreatment	 107	 75.9	 9	 42.9	 54	 844	 10	 62.5	 14.32	 0.003
Health supervision of worker
	 88	 62.4	 11	 52.4	 41	 64.1	 7	 43.8	 2.95	 0.400
Assessment of exposure
	 19	 13.5	 3	 14.3	 8	 12.5	 11	 68.8	 4.45	 0.217
General health surveillance
	 68	 482	 8	 38.1	 27	 42.2	 9	 56.3	 1.86	 0.602
Specific health surveillance
	 74	 52.5	 12	 57.1	 26	 40 6
	 9	 563	 3.29	 0.349
Record keepmg	 106	 75.2	 12	 57.1	 41	 64.1	 11	 68.8	 5.38	 0.146
Health screening	 99	 70.2	 16	 76.2	 46	 71.9	 12	 75.0	 0.45	 0.929
Imrnunisation	 45	 319	 8	 38.1	 26	 40.6	 6	 375	 1.60	 0.660
Familiarisation with work
	 72	 51.1	 14	 667	 34	 53.1	 9	 56.3	 1.88	 0.597
environment
Informing workers of health
	 52	 36.9	 7	 33.3	 22	 34.4	 2	 12.5	 4.41	 0.221
hazards
Occupationalsafety	 27	 19.1	 4	 19.0	 12	 188	 3	 188	 0.01	 0999
Individual counselling	 103	 73.0	 17	 81.0	 45	 70.3	 12	 75.0	 0.99	 0 805
Assisting socio-psychological	 19	 13.5	 8	 38.1	 10	 15.6	 3	 18.8	 6.69	 0.083
problems
Health education & promotion 103
	 73.0	 14	 667	 40	 62.5	 14	 875	 509	 0.166
First-aid training for workers
	 68	 482	 14	 66.7	 33	 51.6	 6	 375	 363	 0 304
Development & maintenance of 80
	 567	 12	 57	 1	 43	 67.2	 11	 688	 262	 0454
records
Meettngs&communication 	 70	 496	 13	 619	 35	 547	 8	 50.0	 1.36	 0715
Co-operation with outside
	 33	 23 4	 8	 38.1	 18	 28 1
	 9	 56 3
	 8 11	 0 044*
agencies
Total number	 141	 1000	 21	 1000	 64	 1000	 16	 1000	 -
Chi-squaretest,df 3, P 005.
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Table A1.29 Comparison of the actual roles of OH nurses between definition of OH nurse groups
ICOH-NC	 AAOHN	 USOL	 Others
Actual roles	 No	 0	 No	 %	 No.	 %	 No	 04	 X'	 P-value
Therapeutic	 49	 46 2	 28	 49 1
	
26	 50.0	 3	 17 6
	 662	 0.085
Emergency responsibility 	 67	 63 2	 39	 684	 45	 865	 12	 706	 10 17
	
0017*
Health surveillance	 81	 764	 46	 807	 41	 788	 12	 7 6
	 091	 0 823
Health screening	 95	 896	 49	 860	 45	 865	 15	 882	 059	 0 899
Environmentalsurveillance	 40	 377	 23	 404	 17	 32.7	 12	 706	 791	 0048
Consultant	 35	 330	 17	 298	 15	 288	 6	 353	 047	 0925
Education	 77	 72.6	 38	 667	 28	 538	 11	 647	 544	 0142
Training	 45	 42 5	 21	 368	 24	 462	 6	 35 3
	 1 29	 0.732
Management	 26	 24.5	 12	 211	 4	 7.7	 5	 294	 827	 0041*
Research	 3	 28	 4	 70	 0	 00	 3	 176 1033	 0016*
Total number	 106	 100.0	 57	 1000	 52	 1000	 17	 1000	 -	 -
Chi-square test, df 3, P <0.05.
Table A1.30 Comparison of the actual functions of OH nurses between definition of OH nurse groups.
ICOH-NC	 AAOHN	 USDL	 Others
Actual functions	 No.	 00	 No.	 %	 No.	 0	 No.	 .12	 P-value
Routine treatment	 56	 51.9	 33	 569	 39	 76.5	 8	 471	 10.17	 0.017*
Rehabilitation & resettlement 	 50	 46.3	 26	 448	 13	 25.5	 9	 529	 7.88	 0.049
Emergency treatment
	 74	 68.5	 41	 70.7	 47	 92.2	 12	 706	 13.06	 0.005*
Health supervision of worker	 65	 60.2	 31	 534	 38	 74.5	 10	 588	 5.55	 0.136
Assessment of exposure 	 8	 7.4	 11	 19.0	 8	 157	 1	 59	 6.10	 0.107
General health surveillance
	 44	 40.7	 28	 48.3	 29	 56.9	 10	 58.1	 4.67	 0.197
Specific health surveillance
	 54	 500	 32	 552	 20	 392	 10	 58.1	 3.53	 0317
Record keeping	 83	 76.9	 40	 69.0	 34	 66.7	 11	 647	 2.69	 0.442
Healthscreening	 87	 80.6	 37	 638	 33	 647	 12	 70.6	 736	 0.061
lnununisation	 40	 37.0	 20	 34.5	 21	 41.2	 4	 23 5	 1.91	 0.592
Familiarisation with work
	 56	 51.9	 36	 62.1	 24	 47.1	 9	 52.9	 2.70	 0.440
environment
Informing workers of health 	 38	 35.2	 19	 32.8	 21	 41.2	 4	 23.5	 2.01	 0.569
hazards
Occupational safety
	 17	 15.7	 15	 25.9	 10	 196	 4	 23.5	 2.58	 0461
Individual counselling	 85	 787	 37	 638	 34	 66.7	 15	 882	 758	 0.056
Assisting socio-psychological 	 21	 194	 9	 15.5	 7	 13 7	 2	 11.8	 1 29	 0 732
problems
Health education & promotion
	 79	 73.1	 39	 67.2	 30	 58.8	 15	 88 2
	 6.78	 0079
First-aid training for workers 	 57	 52 8	 28	 483	 24	 47 1	 7	 41.2	 1 09	 0778
Development&naamtenanceof 63
	 583	 32	 552	 31	 608	 12	 706	 142	 0701
records
Meetings & comniumcation	 55	 509	 35	 603	 20	 39.2	 11	 647	 6 15	 0 105
Co-operationwithoutside	 25	 231	 19	 328	 16	 314	 4	 235	 235	 0503
agencies
Totalnumber	 108	 1000	 58	 1000	 51	 1000	 17	 1000	 -	 -
d Chi-square test, df-3, * P <005.
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Table A131 Comparison of the actual roles of OH nurses between type of organisation groups.
Industzy	 Non-industry
Actual roles	 No.	 No.	 X	 P-value
Therapeutic	 83	 46 1	 26	 42.6	 0 11	 0746
Emergency responsibility 	 139	 772	 32	 525	 1238	 <0001'
Health surveillance	 148	 822	 44)	 656	 6.42	 0011*
Health screening	 160	 889	 51	 836	 073	 0392
Environment surveillance 	 68	 37 8
	
28	 45 9	 094	 0.333
Consultant	 53	 294	 23	 37.7	 1.08	 0.298
Education	 117	 65 0	 42	 689	 0.15	 0695
Training	 76	 422	 22	 36.1	 048	 0.487
Management	 26	 144	 25	 41.0	 17.68	 <0001'
Research	 4	 22	 6	 9.8	 4.86	 0027'
Total number	 180	 1000	 61	 100.0	 -	 -
Chi-square test, df-1, * P <0.05.
Table A132 Comparison of the actual functions of OH nurses between type of organisation groups.
Industry	 Non-industry
Actual functions	 No.	 No	 P-value
Routine treatment	 114	 626	 28	 45.9	 4.60	 0032'
Rehabilitation & resettlement
	 73	 40.1	 28	 45.9	 0.42	 0.5 19
Emergency treatment	 147	 808	 34	 55.7	 13.77	 <0.001'
Health supervision of worker
	 114	 626	 34	 55.7	 0.65	 0.42 1
Assessment of exposure	 23	 126	 7	 11.5	 <001	 0.989
General health surveillance	 86	 47.3	 27	 44.3	 0.66	 0.797
Specific health surveillance	 97	 53 3	 24	 39.3	 302	 0.082
Record keeping	 134	 73.6	 39	 63.9	 1.65	 0.199
Health screening	 129	 709	 45	 73.8	 007	 0.788
Immunisation	 58	 31.9	 28	 45.9	 3.35	 0067
Fainiiarisation with work environment
	 100	 549	 30	 492	 0.40	 0.527
Infonning workers of health hazards
	 59	 324	 24	 39.3	 0.69	 0.406
Occupational safety	 28	 15.4	 18	 29.5	 5.05	 0.025'
Individual counselling	 128	 70.3	 49	 80.3	 1.83	 0 176
Assisting socio-psychological problems
	 26	 14.3	 14	 230	 1.90	 0.168
Health education & promotion
	 122	 67.0	 49	 803	 326	 0071
First-aid training for workers
	 97	 53 3	 24	 39.3	 3.02	 0.082
Development & maintenance of records
	 112	 61 5	 34	 55.7	 042	 0516
Meetings & communication 	 81	 44 5	 45	 73 8	 14.52	 <0001'
Co-operation with outside agencies
	 49	 269	 19	 311	 022	 0.637
Total number	 182	 1000	 61	 1000	 -	 -
'Chi-suaretest,df l,'P<005
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Table A133 Comparison of the actual roles of OH nurses between total number of employees groups
1,000	 1,000 - 4,999	 ^ 5,000
Actual TO1C5	 No	 No.	 'a	 No	 %	 X2'	 P-value
Therapeutic	 47	 522	 39	 476	 15	 34.4	 400	 0.135
Emergency responsibility 	 75	 833	 59	 72.0	 21	 47.7	 17.81	 <0 001'
Health surveillance	 70	 77.8	 68	 829	 31	 70 5	 2 59	 0275
Health screenmg	 77	 85.6	 73	 890	 39	 886	 053	 0.766
Environmental surveillance	 31	 344	 27	 32.9	 27	 614	 1103	 0004'
Consultant	 31	 344	 21	 25.6	 15	 341	 184	 0399
Education	 58	 64.4	 52	 63.4	 32	 727	 1.25	 0.535
Training	 31	 34.4	 37	 45.1	 18	 409	 2 08	 0354
Management	 9	 400	 20	 24.4	 18	 409	 17.14	 <0001'
Research	 1	 11	 5	 6.1	 2	 4.5	 3 51	 0.173
Total number	 90	 100.0	 82	 100.0	 44	 1000	 -	 -
'Chi-square test, ill 2, $ P 0.05.
Table A134 Comparison of the actual functions of OH nurses between total number of employees groups.
<1,000	 1,000 - 4,999	 ^ 5,000
Actual fimctions	 No.	 %	 No.	 %	 No.	 X	 P-value
Routine Ireatinent 	 63	 68.5	 50	 60.2	 18	 40.9	 9.34	 0.009'
Rehabilitation & resettlement
	 38	 41.3	 35	 42.2	 18	 40.9	 0.02	 0.989
Emergency treatment	 80	 87.0	 62	 74.7	 23	 52.3	 18.60	 <0.001'
Health supervision of worker	 53	 57.6	 54	 65.1	 25	 56.8	 1.30	 0.523
Assessment of exposure	 12	 13.0	 8	 9.6	 3	 6.8	 1.38	 0.503
General health surveillance	 45	 48.9	 46	 55.4	 11	 25.0	 11.50	 0.003'
Specific health surveillance	 44	 47.8	 41	 49.4	 27	 61.4	 236	 0.307
Record keeping	 74	 80.4	 56	 67.5	 26	 59.1	 7.62	 0.022'
Health screening	 62	 67.4	 60	 72.3	 35	 79.5	 2.26	 0323
Immunisation	 27	 29.3	 32	 38.6	 20	 45.5	 3.71	 0.156
Familiarisation with work	 48	 52.2	 38	 45.8	 28	 63.6	 3.71	 0.156
environment
Informing workers of health hazards	 33	 35.9	 27	 32.5	 17	 38.6	 051	 0.777
Occupational safety	 18	 196	 16	 19.3	 6	 13.6	 0 84	 0.658
Individual counselling	 61	 663	 58	 69.9	 39	 88.6	 880	 0012'
Assistingsocio-psychological 	 14	 152	 13	 15.7	 10	 227	 1.26	 0.531
problems
Health education & promotion	 62	 674	 56	 67.5	 37	 84 1	 5.17	 0075
First-aid training for workers	 40	 435	 48	 578	 19	 432	 432	 0 115
Development & maintenance of	 53	 576	 49	 590	 29	 65 9	 090	 0638
records
Meetings & communication	 41	 446	 43	 51.8	 30	 682	 678	 0034'
Co-operation with outside agencies	 27	 293	 19	 22 9	 13	 29 5	 113	 0 568
Total number	 92	 1000	 83	 1000	 44	 1000	 -	 -
'Chi-squaretrat,df 2,' P 005
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Table A135 Comparison of the actual roles of OH nurses between impoitance of OH department groups.
Low priority	 Essential	 Totally essential
Actual roles	 No	 No.	 %	 No.	 o	 Pv
Therapeutic	 20	 58 8	 77	 44.3	 9	 346	 3.80	 0 150
Emergency responsibility 	 27	 794	 121	 69 5	 19	 73 1	 1.47	 0.480
Health surveillance	 26	 765	 136	 782	 21	 808	 0 16	 0 922
Health screening	 32	 941	 149	 856	 23	 885	 218	 0335
Environmental surveillance 	 12	 35 3	 71	 40 8	 10	 38.5	 038	 0 825
Consultant	 6	 17.6	 61	 35 1	 6	 23 1	 5.26	 0.072
Education	 21	 61.8	 118	 678	 16	 61.5	 0.75	 0689
Training	 12	 353	 70	 402	 15	 577	 3.42	 0181
Management	 7	 20 6	 39	 224	 2	 7.7	 3.63	 0.163
Research	 2	 5.9	 6	 34	 2	 7.7	 1.11	 0 575
Total number	 34	 100.0	 174	 100.0	 26	 100.0	 -
Chi-square test, df 2, * P <0.05.
Table A1.36 Comparison of the actual functions of OH nurses between importance of OH department groups.
Low Priority	 Essential	 Totally Essential
Actual functions 	 X2	 P-valueNo.	 %	 No.	 0o	 No.	 00
Routine treatment 	 25	 73.5	 96	 54.2	 17	 65.4	 5.16	 0.076
Rehabilitation & resettlement 	 11	 324	 78	 44.1	 11	 423	 1.64	 0.440
Emergency treatment	 26	 765	 131	 740	 21	 80.8	 0.62	 0.734
Health supervision of woTker	 17	 500	 106	 59.9	 19	 73.1	 3.34	 0.188
Assessment of exposure	 2	 5.9	 21	 11.9	 6	 23.1	 3.91	 0.142
General health surveillance	 17	 500	 85	 480	 8	 308	 3.00	 0.223
Specific health surveillance	 17	 50.0	 90	 508	 13	 50.0	 0.01	 0.994
Record keeping	 28	 824	 125	 706	 15	 57.7	 4.44	 0.109
Health screening 	 23	 67.6	 131	 740	 16	 61 5	 1.99	 0.370
Iminunisation	 12	 353	 58	 32.8	 13	 50.0	 2.84	 0.241
Faniiliarisation with work	 13	 382	 97	 54.8	 16	 61.5	 3.98	 0.137
euvronment
Informing workers of health hazards
	
12	 35.3	 61	 34.5	 8	 30.8	 0.16	 0.922
Occupational safety
	 8	 23.5	 30	 16.9	 6	 23.1	 1.16	 0559
Individual counselling	 26	 765	 132	 746	 15	 57.7	 3 26	 0.196
Assisting socio-psychological 	 5	 147	 28	 15.8	 6	 23.1	 0.89	 0642
problems
Health education & promotion
	 24	 706	 129	 72 9	 14	 53.8	 3.69	 0.15 8
First-aid framing for workers 	 20	 588	 86	 486	 13	 500	 1 20	 0 548
Development & maintenance of
	 22	 647	 110	 62.1	 12	 462	 263	 0269
records
Meetings&communication	 18	 529	 93	 525	 11	 423	 099	 0.611
Co-operation with outside agencies
	 8	 23 5
	
50	 282	 8	 308	 0.45	 0799
Total number	 34	 1000	 177	 1000	 26	 1000	 -	 -
*CbIsquaretest,df2*P 005.
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Table A137 Companson of the actual roles of OH nurses between OH policy groups.
Yes	 No
Actual roles	 No.	 'a	 No	 %	 X	 P-value
Therapeutic	 59	 373	 47	 62.7	 1215	 <0.001'
Emergency responsibility	 106	 67.1	 58	 77.3	 209	 0 148
Health surveillance	 129	 81 6	 53	 70.7	 297	 0085
Healthscreening	 143	 905	 60	 800	 4.11	 0043'
Environment surveillance	 64	 40 5	 28	 37.3	 0 10	 0749
Consultant	 54	 34.2	 21	 28.0	 0.63	 0.428
Education	 100	 633	 54	 720	 1.35	 0.244
Training	 64	 405	 30	 - - 40.0	 <001	 1000
Management	 32	 203	 17	 22.7	 0.06	 0.802
Research	 7	 44	 3	 4.0	 <0.01	 1 000
Total number	 158	 1000	 75	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
Table A138 Comparison of the actual functions of OH nurses between OH policy groups.
Yes	 No
Actual functions	 No.	 %	 No.	 %	 P-value
Routine treatment	 87	 54.7	 49	 65.3	 1.94	 0.163
Rehabilitation & resettlement 	 76	 47.8	 25	 33.3	 3.78	 0052
Emergency treatment
	 115	 72.3	 60	 80.0	 1.21	 0.27 1
Health supervision of worker
	
102	 64.2	 40	 53.3	 2.07	 0.151
Assessment of exposure	 21	 13.2	 9	 12.0	 <0.01	 0.961
General health surveillance	 79	 49.7	 27	 36.0	 3.32	 0.068
Specific health surveillance
	
76	 47.8	 42	 56.0	 1.06	 0.303
Record keeping	 110	 69.2	 57	 76.0	 0.85	 0.357
Health screening	 119	 748	 46	 61.3	 3.85	 0049
Immunisation	 59	 37.1	 22	 29.3	 1.04	 0 30g
Familiarisation with work environment 	 91	 57.2	 35	 467	 1.88	 0.170
Informing workers of health hazards
	 52	 32.7	 29	 38.7	 0.56	 0.455
Occupational safety
	 23	 14.5	 23	 30.7	 7.47	 0.006'
Individual counselling 	 112	 70.4	 60	 80.0	 1.93	 0.165
Assisting socio-psychological problems 	 22	 138	 15	 20.0	 1 03	 0.3 11
Health education & promotion
	
109	 686	 57	 760	 1.03	 0.309
First-aidtrainmgforworkers	 83	 522	 33	 440	 1.06	 0.303
Development & maintenance of records	 96	 60.4	 42	 560	 0.24	 0622
Meetings & communication	 86	 54.1	 34	 45.3	 1 23	 0267
Co-operation with outside agencies	 42	 264	 23	 307	 0.27	 0 602
Total number	 159	 100.0	 75	 1000	 -	 -
Chi-squaretest,df 1,' P <005.
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Table A139 Comparison of the actual roles of OH nursei between OH nursing policy groups.
Yes	 No
Actual roles	 No	 No	 12 •	 P-value
Therapeutic	 52	 374	 57	 559	 737	 0.007*
Emergency responsibility 	 100	 71 9	 71	 696	 006	 0 802
Health surveillance	 108	 777	 80	 784	 <0.01	 1 000
Health screenmg	 126	 906	 85	 83 3	 2 26	 0 133
Environment surveillance 	 60	 43 2	 36	 35.3	 1.21	 0.271
Consultant	 44	 31 7	 32	 31.4	 <0.01	 1.000
Education	 86	 61 9	 73	 71.6	 2.05	 0 152
Training	 57	 41 0	 41	 40.2	 <0.01	 1.000
Management	 35	 252	 16	 15.7	 2.63	 0.105
Research	 6	 43	 4	 3.9	 <0.01	 1.000
Total number	 139	 1000	 102	 1000	 -	 -
Chi-square test, df-1, * P < 005.
Table A1.40 Comparison of the actual functions of OH nurses between OH nursing policy groups.
Yes	 No
Actual functions	 No.	 No.	 I	 Pvalue
Routine treatment	 74	 52.5	 68	 66.7	 4.34	 0.037
Rehabilitation & resettlement
	 65	 46 1
	
36	 353	 2.42	 0.120
Emergency treahnent	 101	 71 6
	
80	 78.4	 1.10	 0.293
Health supervision of worker
	 94	 66.7	 54	 52.9	 4.12	 0.042
Assessment of exposure	 20	 14.2	 10	 9.8	 0.68	 0408
General health surveillance
	 69	 489	 44	 43.1	 0.58	 0445
Specific health surveillance 	 67	 47.5	 54	 529	 0.50	 0.48 1
Recordkeeping	 100	 709	 73	 71.6	 <0.01	 1.000
Health screening	 104	 73.8	 70	 68.6	 0.53	 0.465
Immunisation	 55	 39.0	 31	 30.4	 1.56	 0.211
Familiarisation with work environment
	 82	 58.2	 48	 47.1	 2.50	 0.114
Informing workers of health hazards
	 43	 30.5	 40	 39.2	 1.63	 0201
Occupational safety	 22	 156	 24	 23.5	 1.93	 0.164
Individual counselling	 100	 70.9	 77	 75.5	 0.41	 0.520
Assisting socio-psychological problems
	 27	 19.1	 13	 127	 1 33	 0.249
Health education & promotion
	 103	 73.0	 68	 667	 087	 0.351
First-aid training for workers
	 70	 49.6	 51	 50.0	 <0.01	 1 000
Development & maintenance of records
	 80	 56.7	 66	 647	 1.25	 0.263
Meetings & communication	 75	 532	 51	 500	 013	 0.718
Co-operation with outside agencies
	 38	 270	 30	 294	 0.08	 0782
Totalnumber	 141	 1000	 102	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
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Table A1.41 Comparison of the actual roles of OH nurses between total number of nurse groups.
	
Single nurse unit 	 Two nurse unit 	 Multiple nurse unit
Actual '°
	 No	 No	 No	 P-value
Therapeutic	 65	 45.8	 17	 48.6	 24	 414	 052	 0770
Emergency responsibility	 112	 789	 21	 600	 36	 62 1	 852	 0014*
Health surveillance	 113	 796	 27	 771	 43	 74.1	 0.71	 0.702
Health screening 	 119	 838	 34	 97.1	 54	 93.1	 767	 0 022*
Environmental surveillance
	 55	 38.7	 13	 37.1	 26	 44.8	 0.77	 0.680
Consultant	 45	 31.7	 II	 31.4	 18	 310	 <0.01	 0996
Education	 94	 662	 23	 65.7	 38	 65.5	 <0.01	 0 995
Training	 56	 39.4	 14	 40.0	 23	 39.7	 <001	 0998
Management	 24	 16.9	 11	 31.4	 15	 25.9	 4.36	 0 113
Research	 5	 3 5	 1	 2.9	 4	 6.9	 1.23	 0.541
Total number	 142	 100.0	 35	 1000	 58	 100.0	 -	 -
Chi-square test, df-2, * P <0.05.
Table Al.42 Comparison of the actual functions of OH nurses between total number of nurse groups.
	
Single	 nurse unit	 Two	 nurse unit	 Multiple nurse unit
Actual functions	 No.	 00	 No.	 %	 No.	 X	 P-value
Routine treatment	 87	 60.8	 22	 62.9	 30	 50.8	 2.00	 0.367
Rehabilitation & resettlement 	 63	 44.1	 14	 400	 21	 35.6	 1.28	 0 529
Emergency treatment
	 113	 79.0	 28	 80.0	 36	 61.0	 7.34	 0025*
Health supervision of worker 	 84	 58.7	 25	 71.4	 37	 62.7	 2.01	 0366
Assessment of exposure 	 21	 14.7	 4	 11.4	 4	 6.8	 2.69	 0.261
General health surveillance
	 69	 48.3	 17	 486	 25	 42.4	 063	 0 729
Specific health surveillance
	 68	 47.6	 18	 51.4	 33	 55.9	 1.20	 0549
Record keeping	 105	 73.4	 26	 74.3	 39	 66.1	 1.21	 0 546
Health screening 	 95	 66.4	 29	 82.9	 44	 746	 4.43	 0.109
!mmunisation	 44	 30.8	 16	 45.7	 24	 407	 365	 0 161
Famiiarisation with work
	 74	 51.7	 20	 57.1	 32	 54.2	 0.37	 0833
environment
Informing workers of health hazards
	 50	 35.0	 9	 25.7	 23	 39.0	 1.78	 0410
Occupationalsafety	 28	 19.6	 4	 11.4	 12	 203	 1.54	 0462
Individual counselling 	 99	 69.2	 32	 91.4	 42	 71.2	 862	 0 013*
Assisting socio-psychological	 19	 13.3	 8	 22.9	 10	 16.9	 1.94	 0.378
problems
Health education & promotion
	 102	 71.3	 23	 65.7	 43	 729	 0.57	 0753
First-aid trainirg for workers
	 71	 497	 14	 400	 31	 525	 1.46	 0 481
Development & maintenance of
	 81	 566	 20	 57 1	 43	 729	 502	 0081
records
Meetings & commumcation 	 77	 538	 13	 37.1	 32	 54.2	 340	 0 182
Co-operation with outside agencies
	 40	 280	 7	 200	 20	 339	 2 16	 0339
Total number	 143	 1000	 35	 1000	 59	 1000	 -	 -
'Chi-square test, df-2, * P 005.
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Table A1.43 Comparison of the actual roles of OH nurses between full-tune doctor groups.
Yes	 No
ActUal roles
	 No	 %	 No	 0,	 12
Therapeutic	 25	 41.7	 82	 466	 0.26	 0 609
Emergency responsibility 	 33	 55.0	 137	 778	 1048	 0 001'
Health surveillance	 44	 73.3	 139	 790	 053	 0.468
Health screening	 54	 900	 154	 87.5	 0.08	 0.775
Environment surveillance 	 29	 42.3	 65	 369	 1.97	 0.160
Consultant	 23	 383	 52	 29.5	 1.21	 0 270
Education	 38	 633	 118	 670	 0.13	 0714
Training	 26	 43.3	 68	 386	 024	 0625
Management	 16	 267	 33	 18.8	 1.26	 0262
Research	 4	 67	 6	 34	 0.51	 0.478
Total number	 60	 1000	 176	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
Table Al.44 Conipanson of the actual functions of OH nurses between full-time doctor groups.
Yes	 No
Actual	 No.	 No	 %	 12	 P-value
Routine treatment	 28	 47.5	 111	 62.0	 3.29	 0.070
Rehabilitation & resettlement 	 24	 40.7	 74	 41.3	 <0.01	 1.000
Emergency treatment
	 35	 59.3	 142	 793	 8.30	 0.004
Health supervision of worker	 38	 644	 107	 59.8	 0.23	 0632
Assessment of exposure	 5	 8.5	 24	 13.4	 0.60	 0.438
General health surveillance	 24	 40.7	 88	 49.2	 0.96	 0.326
Specific health surveillance	 32	 542	 88	 492	 0.28	 0.599
Record keeping	 41	 69.5	 129	 72.1	 0.05	 0831
Health screening	 46	 780	 124	 69.3	 1.24	 0.265
Immunisation	 24	 407	 62	 34.6	 0.46	 0.496
Famihansation with work environment	 36	 61.0	 91	 50.8	 1.46	 0.227
Infonnmg workers of health hazards	 18	 30.5	 65	 363	 0.43	 0.5 13
Occupational safety	 11	 186	 33	 18.4	 <001	 1.000
Individual counselling	 46	 780	 127	 70.9	 0.78	 0379
Assisting aocio-psychological problems
	 7	 11 9	 30	 16.8	 048	 0489
Health education & promotion	 46	 780	 123	 68.7	 1.42	 0.233
First-aid training for workers
	 29	 492	 88	 49.2	 <001	 1 000




107	 598	 <0.01	 0.988
Meetings & communication 	 36	 61 0	 88	 492	 205	 0.153
Co-operation with outside agencies
	 19	 322	 48	 268	 040	 0528
Total number	 59	 1000	 179	 1000	 -	 -
Chi-squaretesi,df 1,' P 0.05
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TaMe A1.45 Comparison of the actual roles of OH nurses between full-time industrial hygienist groups.
Yes	 No
Actual roles	 No	 No	 I	 P-value
Therapeutic	 14	 424	 94	 46 1	 004	 0.839
Emergency responsibility	 24	 727	 147	 72 1	 <0.01	 1 000
Health surveillance	 27	 81 8	 157	 77.0	 0 16	 0.692
Health screening	 29	 879	 179	 87.7	 <001	 1000
Environment surveillance	 11	 33 3	 84	 41.2	 044	 0.508
Consultant	 10	 30.3	 65	 319	 <001	 1.000
Education	 20	 60.6	 135	 662	 0.18	 0.669
Training	 18	 54.5	 76	 373	 286	 0091
Management	 7	 21.2	 42	 20.6	 <001	 1.000
Research	 2	 6.1	 8	 39	 001	 0.902
Total number	 33	 100.0	 204	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
TaMe A1.46 Comparison of the actual functions of OH nurses between full-time industrial hygienist groups.
Yes	 No
Actual functions	 No.	 No.	 %	 PValUC
Routine treatment	 20	 60.6	 121	 58.7	 <0 01	 0.990
Rehabilitation & resettlement
	 14	 42.4	 85	 41.3	 <0.01	 1.000
Emergency treatment 	 25	 75.8	 154	 74.8	 <0.01	 1.000
Health supervision of worker	 24	 72.7	 120	 58.3	 1.92	 0.166
Assessmentofexposure	 1	 3.0	 28	 13.6	 207	 0.150
General health surveillance
	 17	 51.5	 94	 45.6	 0.19	 0.659
Specific health surveillance
	 18	 54.5	 100	 485	 0.20	 0651
Record keeping	 21	 63.6	 151	 73.3	 088	 0348
Health screening	 22	 66.7	 148	 71.8	 0.16	 0.687
Immunisation	 15	 45.5	 71	 34.5	 1.05	 0305
Fainilzarisation with work environment
	 16	 48.5	 111	 53.9	 0.15	 0 697
Informing workers of health hazards
	 7	 21 2	 75	 36.4	 2.28	 0.13 1
Occupational safety
	 4	 12.1	 41	 19.9	 0.68	 0.411
Individual counselling	 22	 66.7	 152	 738	 0.41	 0520
Assisting socio-psychological problems
	 5	 15 2	 33	 160	 <001	 1 000
Health education & promotion
	 26	 78.8	 143	 69.4	 080	 0.372
First-aid training for workers
	 15	 45 5
	
103	 500	 0.09	 0766
Development & maintenance of records
	 24	 727	 120	 58.3	 1.92	 0 166
Meetings & communication	 18	 54 5
	
105	 51 0	 004	 0.846
Co-operation with outside agencies 	 11	 333	 57	 27.7	 0.21	 0.644
Total number	 33	 1000	 206	 1000	 -
Chi-square test, df 1, P <005.
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Table A1.47 Comparison of the actual roles of OH nurses between full-tune safety officer groups.
Yes	 No
Actual roles
	 No	 No.	 P-value
Therapeutic	 17	 354	 91	 474	 177	 0.184
Emergency responsibility	 39	 81.3	 132	 688	 235	 0.125
Health surveillance	 37	 77.1	 150	 78.1	 <0.01	 1 000
Health screening 	 41	 85.4	 169	 880	 006	 0 807
Environment surveillance	 20	 41 7	 76	 39.6	 <001	 0921
Consultant	 13	 27.1	 63	 32.8	 035	 0.355
Education	 35	 729	 123	 64.1	 097	 0324
Training	 21	 43 8
	
76	 39.6	 0.13	 0.718
Management	 7	 146	 44	 22.9	 1.13	 0.287
Research	 2	 4.2	 8	 4.2	 <0.01	 1 000
Total number	 48	 100.0	 192	 100.0	 -	 -
Chi-square test, dl-!, * P < 0.05.
Table A1.48 Comparison of the actual functions of OH nurses between full-time safety officer groups.
Yes	 No
Actual functions	 No.	 %	 No.	 P-value
Routine treatment	 25	 52.1	 116	 59.8	 0.65	 0.420
Rehabilitation & resettlement
	 27	 563	 74	 38.1	 4.47	 0.035
Emergency treatment
	 36	 75.0	 144	 74.2	 <0.01	 1.000
Health supervision of worker
	 29	 60.4	 118	 60.8	 <0.01	 1.000
Assessment of exposure 	 7	 146	 22	 11.3	 0.14	 0.710
General health surveillance	 25	 52.1	 87	 448	 0.55	 0.460
Specific health surveillance
	 28	 58.3	 93	 47.9	 1.27	 0.259
Record keeping	 28	 58.3	 145	 74.7	 4.31	 0.038
Health screening	 33	 68 8	 140	 72.2	 0.08	 0.77 1
lmmunisatjon	 15	 31.3	 71	 36.6	 028	 0.600
Familiarisation with work environment
	 25	 52.1	 104	 53.6	 <0.01	 0.978
Informing workers of health hazards
	 18	 37.5	 65	 33.5	 0.12	 0 725
Occupational safety	 10	 20.8	 36	 18.6	 0.02	 0.878
Individual counselling	 33	 688	 143	 73.7	 0.26	 0.610
Assisting socio-psychologicai problems
	 8	 16.7	 32	 16.5	 <0.01	 1.000
Health education & promotion
	 34	 70.8	 137	 706	 <001	 1.000
First-aid training for workers
	 25	 52.1	 95	 490	 005	 0 822
Development & maintenance of records
	 28	 58.3	 117	 603	 <0.01	 0.932
Meetings & communication 	 27	 563	 99	 51.0	 0.24	 0626
Co-operation with outside agencies
	 13	 271	 55	 284	 <001	 1000
Total number	 48	 1000	 194	 1000	 -	 -
Chi-square test, df-1, * P<OOl
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Table A1.49 Comparison of the actual roles of OH nurses between MI-time manager groups.
Yes	 No
Actual roles	 No	 No	 •	 P-value
Therapeutic	 16	 286	 92	 503	 730	 0 007
Emergency responsibility 	 40	 71 4	 131	 71 6
	
<001	 I 000
Health surveillance	 46	 82 1	 140	 76 5	 050	 0481
Health screening	 49	 875	 160	 874	 <001	 I 000
Environment surveillance 	 23	 411	 73	 399	 <001	 0 998
Consultant	 16	 286	 60	 328	 0 18	 0 668
Education	 43	 768	 114	 623	 3.38	 0.066
Training	 21	 375	 75	 41.0	 010	 0757
Management	 11	 196	 39	 21.3	 <001	 0936
Research	 2	 36	 8	 44	 <001	 1.000
Total number	 56	 1000	 183	 1000	 -	 -
Chi-square test, df 1, * P <0.05.
Table A1.50 Comparison of the actual functions of OH nurses between MI-time manager groups.
Yes	 No
Actual functions 	 No.	 %	 No.	 P-value
Routine treatment 	 26	 46.4	 115	 62.2	 3.76	 0.052
Rehabilitation & resettlement
	 23	 41.1	 77	 41.6	 <001	 1.000
Emergency treatment
	 40	 71.4	 144)	 75.7	 0.22	 0.642
Health supervision of worker
	 34	 60.7	 112	 60.5	 <0.01	 1.004)
Assessment of exposure
	 6	 10.7	 23	 12.4	 001	 0.911
General health surveillance
	 24	 42.9	 88	 47.6	 0.22	 0.641
Specific health surveillance 	 32	 57.1	 88	 47.6	 1 22	 0 270
Record keeping	 38	 67.9	 135	 73.0	 0 33	 0.565
Health screening	 42	 75.0	 130	 703	 0.27	 0 605
lznmunisation	 23	 41.1	 63	 34.1	 0.64	 0.423
Familiarisation with work environment 	 31	 55.4	 97	 524	 0.05	 0.817
Informing workers of health hazards
	 21	 37.5	 62	 33.5	 0.15	 0.697
Occupational safety	 9	 16.1	 36	 195	 0.14	 0.708
Individual counselling 	 40	 71.4	 135	 73.0	 <0.01	 0.955
Assisting socio-psychological problems 	 12	 21.4	 27	 146	 1 02	 0313
Health education & promotion
	 40	 71.4	 131	 708	 <001	 1.000
First-aid training for workers
	 31	 55.4	 88	 476	 0.76	 0385
Development & maintenance of records 	 34	 60.7	 111	 600	 <001	 1 000
Meetings & communication 	 29	 51.8	 96	 51 9
	 <001	 1 000
Co-operation with outside agencies
	 15	 26.8	 53	 286	 001	 0919
Total number	 56	 1000	 185	 1000	 -
'Chi-square test, df-I, * P 0.05.
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Table A1.51 Comparison of the actual roles of OH nwes between full-tune secretanes groups.
Yes	 No
Actual	 No.	 %	 No.	 •	 P-value
Therapeutic	 35	 389	 73	 49.3	 2 06	 0 152
Emergency responsibility 	 54	 600	 117	 79.1	 9 13	 0 003
Health surveillance	 66	 73 3	 119	 804	 1i3	 0267
Health screening	 79	 878	 129	 872	 <0.01	 1 000
Environment surveillance	 43	 478	 52	 35.1	 3.22	 0072
Consultant	 29	 322	 46	 31.1	 <0.01	 0.968
Education	 65	 72.2	 92	 622	 2.09	 0 148
Training	 36	 400	 59	 399	 <0.01	 1 000
Management	 25	 27.8	 25	 16.9	 3137	 0067
Research	 6	 67	 4	 2.7	 1.131	 0252
Total number	 90	 100.0	 148	 100.0	 -	 -
Chi-square test, df1 * P <0.05.
Table A1.52 Comparison of the actual functions of OH nurses between full-time secretaries groups
Yes	 No
Actual functions	 No.	 %	 No.	 P-value
Routine treatment	 43	 47.8	 98	 65.3	 6.45	 0 0l1
Rehabilitation & resettlement
	 39	 43.3	 61	 40.7	 0.07	 0.787
Emergencytreatment	 56	 62.2	 123	 82.0	 10.39	 0001
Health supervision of worker 	 58	 64.4	 88	 587	 0.56	 0.453
Assessment of exposure	 12	 13.3	 17	 11.3	 0.07	 0.798
General health surveillance
	 36	 40.0	 76	 50.7	 2.16	 0.142
Specific health surveillance 	 50	 55.6	 69	 46.0	 1159	 0.194
Record keeping	 60	 66.7	 112	 74.7	 1.41)	 0.237
Healthscreening	 65	 72.2	 106	 70.7	 0.01	 0912
Immunisation	 38	 42.2	 47	 31.3	 2.46	 0 117
Familiarisation with work environment
	
55	 61.1	 73	 48.7	 3.02	 0082
Informing workers of health hazards
	 31	 34.4	 51	 34.0	 <0.01	 1 000
Occupational safety
	 19	 21.1	 26	 17.3	 0.31	 0579
Individual counselling 	 64	 71.1	 110	 733	 0.05	 0.823
Assisting socio-psychological problems 	 15	 16.7	 24	 160	 <0.01	 1 000
Health education & promotion 	 67	 74.4	 104	 693	 0.49	 0.484
First-aid training for workers
	 42	 46.7	 76	 507	 022	 0.641
Development & maintenance of records	 55	 61.1	 89	 593	 002	 0892
Meeting & communication	 52	 578	 72	 480	 1.78	 0 182
Co-operation with outside agencies
	 29	 322	 39	 260	 079	 0375
Total number	 90	 100.0	 150	 1000	 -	 -
Chi-squaretest,df 1, * P 005.
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Table A1.53 Comparison of the actual roles of OH nurses between department relationship groups.
Negative	 Neutral	 Positive
Actual roles
	 No	 No.	 %	 No	 X2	 P-value
Therapeutic	 8	 57.1	 14	 378	 83	 47.2	 1.79	 0408
Emergency responsibility	 11	 786	 30	 811	 121	 68.8	 281	 0.245
Health surveillance	 9	 643	 28	 75.7	 142	 80.7	 2.14	 0343
Health screening	 13	 92.9	 34	 91 9	 153	 869	 1.13	 0568
Environmental surveillance
	 5	 357	 12	 32.4	 74	 42.0	 132	 0.5 17
Consultant	 4	 28.6	 11	 29.7	 54	 30.7	 0.04	 0982
Education	 10	 71.4	 24	 64.9	 115	 65.3	 023	 0891
Training	 2	 143	 15	 40.5	 76	 43.2	 5.09	 0078
Management	 2	 14.3	 13	 35.1	 30	 17.0	 5 88	 0.053
Research	 1	 7.1	 1	 2.7	 7	 40	 048	 0.788
Total number	 14	 1000	 37	 100.0	 176	 100.0	 -	 -
Chi-square test, df 2, P < 005.
Table A134 Comparison of the actual functions of OH nurses between department relationship groups.
Negative	 Neutral	 Positive
Actual functions	 No.	 %	 No.	 %	 No	 %	 P-value
Routine treatment 	 6	 46.2	 20	 54.1	 108	 60.7	 1.44	 0.486
Rehabilitation & resettlement 	 4	 30.8	 12	 32.4	 80	 44.9	 2.76	 0.252
Emergency treatment accident 	 8	 61.5	 26	 70.3	 138	 77.5	 2.17	 0.339
Health supervision of worker	 6	 46.2	 18	 48.6	 114	 64.0	 416	 0.125
Assessment of exposure 	 0	 0.0	 4	 10.8	 24	 13.5	 3.72	 0.156
General health surveillance
	 7	 53.8	 19	 51.4	 81	 45.5	 0.68	 0.710
Specific health surveillance	 6	 46.2	 21	 56.8	 90	 50.6	 062	 0.734
Record keeping	 8	 61.5	 24	 64.9	 129	 72.5	 1 36	 0.507
Health screening 	 10	 769	 26	 703	 127	 71.3	 022	 0.894
Iznmunisation	 5	 385	 13	 35.1	 65	 36.5	 005	 0.975
Familiarisation with work
	 7	 53.8	 19	 51.4	 92	 51.7	 003	 0.987
environment
Informmg workers of health hazards 	 3	 23.1	 15	 40.5	 61	 343	 1 39	 0.500
Occupational safety
	 3	 23.1	 9	 243	 28	 15.7	 175	 0.417
Individual counselling	 11	 84.6	 26	 703	 132	 74.2	 111	 0.574
Assisting socio-psychoiogical 	 0	 0.0	 7	 18.9	 28	 15.7	 469	 0.096
problems
Health education & promotion
	 12	 92.3	 26	 703	 124	 69.7	 381	 0.149
First-aid training for workers
	 6	 462	 23	 62 2
	 83	 466	 3 3
	 0220
Development & maintenance of
	 8	 61.5	 22	 59.5	 107	 60 1
	 002	 0991
records
Meetings & commumcation	 10	 769	 23	 62.2	 84	 47.2	 659	 0.037
Co-operation with outside agencies
	 3	 23.1	 11	 297	 48	 270	 024	 0888
Totalnumber	 13	 1000	 37	 1000	 178	 1000	 -	 -
Chi-squaretesi,df 2,P 005.
ADDITIONAL CHI-SQUARE TABLES 342
Table A1.55 Comparison of the actual roles of OH nurses between contact member with medical officers groups.
Yes	 No
Actual	 No.	 No.	 0,	 i	 Pva1ue
Therapeutic	 81	 41 3	 22	 61.1	 4.05	 0.044'
Emergency responsibility 	 131	 66 8	 33	 91.7	 789	 0 005'
Health surveillance	 154	 78.6	 27	 75.0	 007	 0797
Health screening	 173	 883	 31	 86.1	 <001	 0931
Enviromneni surveillance	 81	 41.3	 12	 33.3	 0 51	 0475
Consultant	 65	 33.2	 8	 22.2	 1.22	 0.270
Education	 129	 65.8	 25	 69.4	 005	 0817
Training	 86	 439	 11	 306	 1.70	 0192
Management	 40	 20.4	 7	 19.4	 <0.01	 1.000
Research	 8	 4.1	 2	 56	 <0.01	 1 000
Total number	 196	 100.0	 36	 1000	 -	 -
Chi-square test, dfl, * P <0.05.
Table A1.56 Comparison of the actual functions of OH nurses between contact member with medical officers groups.
Yes	 No
Actual functions	 No.	 No.	 12'	 P-value
Routine treatment	 109	 55.1	 26	 72.2	 3.01	 0.083
Rehabilitation & resettlement
	 83	 41.9	 14	 38.9	 0.02	 0.876
Emergency treatment 	 143	 72.2	 31	 86.1	 2.40	 0.122
Health supervision of worker
	 120	 60.6	 21	 58.3	 <0.01	 0.943
Assessment of exposure 	 27	 13.6	 1	 2.8	 2.46	 0.117
General health surveillance 	 89	 449	 20	 55.6	 0.98	 0 321
Specific health surveillance
	 103	 52.0	 15	 41.7	 0.92	 0.336
Record keeping	 139	 70.2	 27	 75.0	 0.15	 0.701
Health screening 	 141	 71.2	 28	 77.8	 0.37	 0 544
Immunisation	 77	 389	 7	 19.4	 4.20	 0.041'
Familiarisation with work environment
	 104	 52.5	 19	 52.8	 <0.01	 1.000
Informing workers of health hazards
	 65	 32.8	 17	 47.2	 2.18	 0.140
Occupational safety
	 39	 19.7	 4	 11.1	 0.98	 0.322
Individual counselling 	 146	 73.7	 25	 69.4	 0.11	 0.741
Assisting soclo-psychological problems
	 32	 162	 6	 167	 <0.01	 1.000
Health education & promotIon	 139	 702	 25	 694	 <0.01	 1.000
First-aid training for workers
	 100	 505	 18	 50.0	 <001	 1.000
Development & maintenance of records
	 122	 61.6	 19	 528	 0.66	 0.417
Meetings & communication	 106	 53 5
	
15	 41 7	 1 28	 0.259
Co-operation with outside agencies	 58	 29.3	 9	 250	 0 10	 0746
Total number	 198	 1000	 36	 1000	 -	 -
Chi-squareIesl,df 1,'P<OOS.
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Table A1.57 Comparison of the actual roles of OH nurses between contact member with nursing colleagues groups
Yes	 No
	
No	 No	 I •	 P-value
Therapeutic	 61	 43 9	 42	 452	 <001	 0955
Emergency responsibility 	 92	 662	 72	 774	 237	 0090
Health surveillance	 107	 77.0	 74	 796	 009	 0 760
Health screening	 126	 906	 78	 839	 1.81	 0178
Envroguncnt surveillance	 55	 39.6	 38	 409	 <0.01	 0952
Consultant	 46	 33.1	 27	 290	 026	 0.611
Education	 91	 65.5	 63	 677	 0.05	 0828
Training	 61	 439	 36	 38.7	 0.42	 0517
Management	 33	 23.7	 14	 15 1	 2.09	 0 148
Research	 8	 5.8	 2	 2.2	 0.99	 0320
Total number	 139	 100.0	 93	 1000	 -	 -
Chi-square test, df 1, $ P <005.
Table A1.58 Comparison of the actual functions of OH nurses between contact member with nursing colleagues groups.
Yes	 No
Actual fUnctions 	 No.	 %	 No.
Routine treatment	 80	 57.1	 55	 58.5	 <0.01	 0942
Rehabilitation & resettlement
	 53	 37.9	 44	 46.3	 1.51	 0220
Emergency treatment 	 98	 700	 76	 809	 2.93	 0037
Health supervision of worker
	 82	 586	 59	 62.8	 0.26	 0612
Assessment of exposure	 12	 8.6	 16	 17.0	 3.05	 0081
General health surveillance 	 62	 44.3	 47	 50.0	 0.53	 0468
Specific health surveillance
	 75	 53.6	 43	 45.7	 1.08	 0.298
Record keeping	 97	 69.3	 69	 73.4	 0.28	 0594
Health screening	 102	 72.9	 67	 71.3	 0.01	 0908
lnununisation	 53	 37.9	 31	 33.0	 0.39	 0.533
Familiarisation with work environment
	 73	 52.1	 50	 532	 <0.01	 0981
Informing workers of health hazards
	 46	 329	 36	 383	 0.51	 0.474
Occupational safety
	 25	 17.9	 18	 19.1	 <001	 0.938
Individual counselling	 107	 764	 64	 681	 1 59	 0.208
Assisting socio-psychological problems
	 20	 143	 18	 19.1	 065	 0419
Health education & promotion
	 102	 72.9	 62	 66.0	 0.97	 0325
First-aid framing for workers
	 73	 52 1
	 45	 47.9	 026	 0612
Development & maintenance of records
	 81	 579	 60	 63.8	 061	 0436
Meetings & communication	 83	 593	 38	 40.4	 7.27	 0 007
Co-operation with outside agencies
	 43	 307	 24	 25.5	 051	 0.476
Total number	 140	 100.0	 94	 100.0	 -	 -
Chi-squai-etcsl,df 1,5P<005.
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Table Al.59 Comparison of the actual roles of OH nurses between cotttact member wtth medical attendants groups.
Yes	 No
Actual roles
	 No.	 No	 X	 P-value
Therapeutic	 14	 48.3	 89	 43 8	 0.06	 0.803
Emergency responsibility	 27	 93.1	 137	 67.5	 6 85	 0.009
Health surveillance	 20	 69.0	 161	 793	 1.04	 0308
Health screening	 26	 89 7	 178	 877	 <0.01	 1.000
Environment surveillance	 9	 31.0	 84	 41.4	 074	 0.389
Consultant	 7	 24.1	 66	 32.5	 0.48	 0.487
Education	 22	 75.9	 132	 650	 0.89	 0.344
Training	 7	 24J1	 90	 443	 3.46	 0063
Management	 8	 27.6	 39	 19.2	 064	 0.422
Research	 0	 0.0	 10	 4.9	 0.54	 0.463
Total number	 29	 100.0	 203	 100.0	 -	 -
Chi-square test, df 1, * P <0.05.
Table A 1.60 Comparison of the actual functions of OH nurses between nontact member with medical attendants groups.
Yes	 No
Actual functions	 No.	 %	 No.	 X	 P-value
Provision of a routine treatment service
	 25	 83.3	 110	 53 9	 8.10	 0.004
Rehabilitation & resettlement
	 13	 43.3	 84	 41.2	 <0.01	 0.980
Emergency treatment for accident & illness
	 28	 93.3	 146	 71.6	 5.41	 0.020
Health supervision of worker
	 18	 60.0	 123	 603	 <0.01	 1.000
Assessment of the nature & degree of exposure
	 1	 3.3	 27	 13.2	 1.59	 0.208
General health surveillance
	 18	 60.0	 91	 446	 1.91	 0.167
Specific health surveillance
	 17	 56.7	 101	 49 5	 0.29	 0592
Record keeping	 22	 73.3	 144	 706	 <0.01	 0925
Health screening 	 22	 73.3	 147	 72.1	 <0.01	 1.000
Iminunisation	 9	 30.0	 75	 36.8	 0.27	 0605
Familiarisation with work environment
	 15	 50.0	 108	 52.9	 0.01	 0.9 16
Informing workers of health hazards
	 12	 40.0	 70	 343	 0.16	 0686
Occupational safety
	 6	 20.0	 37	 18.1	 <001	 1 000
Individualcounselling	 19	 63.3	 152	 745	 1.14	 0285
Assisting workers with socio-psychological problems
	 3	 10.0	 35	 17.2	 0.53	 0467
Health education & promotion
	 23	 76.7	 141	 69.1	 040	 0529
First-aid training for workers
	 13	 43 3	 105	 51 5	 0.41	 0524
Development & maintenance of records
	 12	 40 0
	 129	 632	 4.97	 0026*
Meetings & communication 	 13	 43 3
	
108	 529	 062	 0431
Co-operation with outside agencies
	 6	 20 0	 61	 299	 082	 0.366
Total number	 30	 1000	 204	 1000	 -	 -
Chi-square test, df 1,' P 0.05.
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Table A1.61 Comparison of the actual roles of OH nurses between contact member with indusirial hygienists groups.
Yes	 No
Actual roles	 No.	 0	 No	 %	 A'2	 P-value
Therapeutic role
	 6	 300	 97	 45.8	 1.25	 0.263
Emergency responsibility role
	 15	 750	 149	 703	 0.03	 0 852
Health surveillance role
	 16	 800	 165	 778	 <0.01	 1.000
Health screening role
	 18	 900	 186	 87.7	 001	 1 00
Environmental surveillance role
	 9	 450	 84	 396	 0.05	 0.818
Consultant role
	 7	 35 0
	 66	 311	 0.01	 0.9 17
Education role	 12	 600	 142	 67.0	 0.15	 0.701
Training role
	 15	 750	 82	 38.7	 847	 0 004k
Management role
	 2	 100	 45	 21.2	 0.82	 0 366
Research role
	 0	 0.0	 10	 47	 0.17	 0.677
Total number	 20	 100.0	 212	 1000	 -	 -
Chi-square test, df j, * P <0.05.
Table A 1.62 Comparison of the actual functions of OH nurses between contact member with indtistrial hygienists groups.
Yes	 No
Actual functions	 No.	 00	 No.	 Ue	
A'S 0	 P-value
Provision of a routine treatment service
	 12	 60.0	 123	 57.5	 <0.01	 1.000
Rehabilitation & resettlement
	 6	 30.0	 91	 42.5	 0.72	 0.395
Emergency treatment for accident & illness
	 14	 700	 160	 748	 004	 0.842
Health supervision of worker
	 14	 70.0	 127	 59.3	 0.48	 0.489
Assessment of the nature & degree of exposure
	 1	 5.0	 27	 126	 0.41	 0.520
General health surveillance
	 6	 300	 103	 48.1	 1.74	 0.187
Specific health surveillance	 9	 45.0	 109	 509	 0.07	 0.784
Record keeping	 15	 75.0	 151	 706	 0.26	 0.872
Health screening	 12	 60.0	 157	 734	 1 03	 0310
Immunization	 9	 45.0	 75	 35.0	 0.41	 0520
Familiarization with work environment
	 11	 55.0	 112	 523	 <0.01	 1.000
Informing workers of health hazards
	 6	 300	 76	 35.5	 0.06	 0.803
Occupational safety
	 1	 5.0	 42	 196	 1.72	 0 189
Individual counselling 	 15	 75.0	 156	 729	 <0.01	 1.000
Assisting workers with socio-psychological problems
	 4	 200	 34	 159	 0.03	 0 873
Health education & promotion
	 12	 600	 152	 71 0
	 0.60	 0.439
First-aid training for workers
	 13	 65.0	 105	 49.1	 1.28	 0259
Development & maintenance of records
	 14	 700	 127	 59.3	 048	 0489
Meetings & communication	 11	 550	 110	 514	 <001	 0941
Co-operation with outside agencies
	 8	 400	 59	 276	 0.84	 0359
Total number	 20	 1000	 214	 1000	 -
Chi-squaretest,df 1,'P 005.
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Table A1.63 Comparison of the actual roles of OH nurses between contact member with safety officers groups.
Yes	 No
Actual roles	 No	 No	 •	 P-value
Therapeutic role	 54	 47.0	 49	 41.9	 042	 0.518
Emergency responsibility role
	 93	 809	 71	 60.7	 10.45	 0.001*
Health surveillance role
	 91	 79.1	 90	 769	 0.06	 0 805
Health screening role
	 100	 870	 104	 889	 006	 0 802
Environmental surveillance role	 45	 39.1	 48	 41.0
	
003	 0.872
Consultant role	 30	 26.1	 43	 368
	
258	 0.108
Education role	 75	 65.2	 79	 67.5
	
005	 0816
Training role	 49	 426	 48	 41.0	 001	 0.911
Management role 	 14	 122	 33	 28.2	 8.26	 0.004*
Research role	 3	 2.6	 7	 60	 089	 0.346
Totalnumber	 115	 1000	 117	 100.0	 -	 -
d Chi-square test, df 1, * P <0.05.
Table A1. Comparison of the actual functions of OH nurses between contact member with safety officers groups.
Yea	 No
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lxnmunisatioo	 32	 27.8	 52	 43.7	 5.73	 0.017
Familiarisation with work environment
	 60	 52.2	 63	 52.9	 <0.01	 1.000
Informing workeis of health hazards
	 42	 365	 40	 336	 0.11	 0.742
Occupational safety
	 22	 19 1
	 21	 17.6	 0.02	 0.901
Individual counselling	 81	 704	 90	 756	 0.56	 0.454
Assisting workers with socio-psychological problems 	 15	 130	 23	 193	 1.27	 0.260
Health education & promotion
	 79	 687	 85	 71 4	 0 10	 0.754
First-aid framing for workers
	 58	 504	 60	 504	 <0.01	 1 000
Development & maintenance of records
	 71	 617	 70	 588	 0 10	 0.747
Meetings & communication	 52	 452	 69	 580	 332	 0.068
Co-operation with outside agencies
	 29	 252	 38	 31 9	 098	 0321
Totalnumber	 115	 1000	 119	 1000	 -	 -
'Chisquaretcst,df j,* P 005.
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Table A1.65 Comparison of the actual roles of OH nurses between contact member with managers groups.
Yes	 No
Actual roles
	 No.	 %	 No	 00	 '2	 P-value
Therapeutic role
	 42	 40.8	 61	 47.3	 074	 0391
Emergency responsibility role
	 72	 699	 92	 71 3	 <0.01	 0928
Health surveillance role
	 86	 83 5	 95	 73 6
	 2.69	 0.101
Health screening role
	 88	 85 4	 116	 899	 070	 0 401
Environmental surveillance role
	 40	 38 8	 33	 41.1	 005	 0 832
Consultant role
	 27	 26.2	 46	 35.7	 1.95	 0.162
Education role
	 70	 680	 84	 63 1
	 0 10	 0.752
Training role
	 43	 417	 54	 419	 <001	 1000
Management role
	 22	 21.4	 25	 19.4	 0.04	 0835
Research role	 5	 4.9	 5	 3 9	 <001	 0 969
Total number	 103	 100.0	 129	 100.0	 -	 -
Clu-square test, df 1, * P <0 05.
Table AL66 Comparison of the actual functions of OH nurses between contact member with managers groups.
Yes	 No
Actual functions	 No,	 %	 No.	 '2	 P-value
Provision of a routine lreatment service
	 53	 51.0	 82	 63.1	 3.00	 0.083
Rehabilitation & resettlement
	 46	 44.2	 51	 39.2	 0.41	 0524
Emergency treatment for accident & illness
	 75	 72.1	 99	 76.2	 0.31	 0.58 1
Health supervision of worker
	 66	 63.5	 75	 577	 0.38	 0.446
Assessment of the nature & degree of exposure
	 17	 16.3	 11	 85	 2.70	 0 100
General health surveillance
	 49	 47.1	 60	 46.2	 <0.01	 0.988
Specific health surveillance
	 44	 42.3	 74	 569	 4.37	 0037
Record keeping	 73	 70.2	 93	 71.5	 <0.01	 0.936
Health screening	 78	 75.0	 91	 700	 0.49	 0.483
hnmunisation	 38	 36.5	 46	 354	 <001	 0.964
Familiarisation with work environment
	 58	 55.8	 65	 500	 0 56	 0.45 5
Informing workers of health hazards
	 39	 375	 43	 33 1
	 0.32	 0.571
Occupational safety
	 21	 20.2	 22	 16.9	 0.22	 0637
Individual counselling 	 76	 73 1	 95	 73 1	 <0.01	 1.000
Assisting workers with socio-psychological problems
	 19	 18.3	 19	 146	 033	 0565
Health education & promotion
	 71	 68.3	 93	 715	 0.16	 0690
First-aid training for workers
	 54	 51 9	 64	 492	 0.08	 0.78 1
Development & maintenance of records
	 63	 60.6	 78	 600	 <001	 1.000
Meetings & communication	 51	 49.0	 70	 33 8
	 036	 0.549
Co-operation with outside agencies
	 25	 240	 42	 32.3	 1 55	 0213
Total number	 104	 1000	 130	 1000	 -	 -
'Chi-square test, di 1, * P <005.
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Appendix A2. Conceptual Classification of Occupational Health Nuiing
Pmclice
Six OH nurses general responsibilities were defined by the researcher as: promotion, protection,
prevention, care, management and research. (Table A 2.1)
The specific responsibility associated with the general responsibility of promotion was identified
as the promotion of health. The roles involved in promotion were identified as educator, trainer,
consultant or adviser or informant and counsellor, and the corresponding functions that were
identified were health education and promotion, and health and safety education, first aid training
for workers, informing workers about health hazards, individual counselling and assisting workers
with psycho-social problems.
Similarly, the specific responsibility of OH nurses towards protection was seen by the key persons
as the protection of health. The two roles thought to be most relevant to general and specific
protection were the environmental surveillance role and the immuniser. The associated functions
identified by the key persons were: familiarisation with the work environment and occupational
safety, and performing inimunisation policy and procedures respectively.
In terms of prevention, the specific responsibility of the OH nurse was deemed to be towards the
prevention of ill-health, injuiy and disability. According to the key persons the health surveillance
role and the health screening role were the most important roles in relation to prevention, with the
following functions being most relevant to the role of health surveillance: health supervision of
the worker, assessment of the nature and degree of exposure, and undertaking general and specific
health surveillance. The function most associated with the role of health screening was the
performance of screening people for specific disorders or diseases.
Regarding the responsibility of care, three specific responsibilities were identified as: curative care,
emergency service and restoration of health. The following roles were thought to be of importance
with regard to these responsibilities: Care provider of treatment, emergency care giver, and
rehabilitator. Provision of a routine treatment service, emergency treatment for injuries and illness,
and rehabilitation and resettlement were the identified functions that OH nurses were expected to
perform in order to fulfil the associated responsibilities of their role.
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The specific responsibilities related to the general responsibility of management was divided into
management, communication and administration, with the associated roles as manager,
communicator and administrator as expected. The functions identified with the manager role were:
policy decision-making, budget planning, OH programme development and disaster planning, the
functions thought to influence the role of communicator were involvement in meetings and
communications, and co-operation with outside agencies; while the functions identified with the
administrator role were: record keeping, and the development and maintenance of records.
Like communication, research was identified as both a genera! and specific responsibility of the
OH nurse according to the key persons. The identified role was that of researcher and the
identified function was epidemiological studies.
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Table A2.1 General responsibilities, specific responsibilities, roles and functions of OH nurses
General	 Specific
responsibilities	 responsibilities	 Roles	 Functions
Promotion	 Promotion of	 Educator	 Health education and promotion
health	 Hcalth and safcty cducation
Trainer	 First-aid training for workers
ConsultantlAdviser/	 Informing workers about health
Informant	 hazards
Counsellor	 Individual counselling
Assisting workers with psycho-
social problems




Prevention	 Prevention of ill	 Health surveillance	 Health supervision of worker
health, injuiy	 role	 Assessment of the nature and
(disability)	 degree of exposure
Undertaking general health
surveillance
____________________ Specific health surveillance
Health screening role Health screening for specific
disease and disorders
Care	 Curative care	 Care provider	 Provision of a routme treatment
(treatment)	 service
Emergency	 Emergency care	 Emergency treatment for injuries
service	 and illness
Restoration of	 Rehabilitator	 Rehabilitation and resettlement
health




Communication	 Communicator	 Meeting and communications
Co-operation with outside agencies
Administration	 Administrator	 Record keeping
Development and maintenance of
records
Research	 Research	 Researcher	 Epidemiological studies




















1) Nurse office	 [ ]
2) Physician office	 [ ]
3) Waiting room	 [ ]
4) X-ray room	 [1
5) Laboratoiy room	 I]
6) Chart room	 [ ]
7) Treatment room	 El
8) Emergency room	 [1
9) ECG room	 [1
10) Hearing test room	 LII
11) Physical therapy room	 El
12) Storage room	 [ I
13) Change clothes room	 [I
14) Others	 [I
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4. Instrument
1) X-ray radiography	 El
2) Audiometry	 El
3) Vision test	 [ ]
4) Spirometzy	 [I
5) Blood chemistiy	 [I
6) Refrigerator	 I I
7) Physical therapy	 [1
8) Others	 [ ]
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[Nursing Practice J
Time	 Activities	 Role	 Function	 Note




Role	 j Function J	 Note
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QUESTIONNAIRE
The purposes of this questionnaire is to explore your ideas and beliefs about occupational health
nursing in order to provide a basis for a study of the work of occupational health nurses.
1. What do you see as the key roles and functions of the occupational health nurse?
Please comment.
2. What is your defmition of occupational health nursing?
Please comment.
How would you define the term occupational health nurse?
Please comment.
3. In which different settings do occupational health nurses function in this country?
Please comment.
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4. Do you think the occupational health nursing is a specialty which differs from generic nursing?
NO_____
YES	 If yes, what elements contribute to this difference?
Please comment.
5. What characteristics do you believe the effective occupational health nurse possesses?
Please comment.
6. What relationship if any exists between community health nursing and occupational health
nursing?
Please comment.
7. What do you feel is unique about the field of occupational health nursing?
Please comment.
KEY PERSON QUESTIONNAIRE 359
8. Do you think occupational health nursmg needs a model to guide its practice?
NO_____
YES	 If yes, why?
Please comment.
What type of model, if any, you feel is most appropriate? And why?
Please comment.
9. In your opinion is occupational health nursing changing at present?
NO_____
YES	 If yes, in what way is it changing?
Please comment.
What do you feel are the factors which are currently influencing these changes?
Please comment.
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10. What kind of basic educational preparation do you feel occupational health nurses need?
Please comment.
11. How important do you think continuing education is for occupational health nurses?
Please comment.
What areas do you feel are most important?
Please comment.
12. Do you consider special training in occupational health nursing necessaiy for
practice?
NO_____
YES	 If yes, please to write the specific topic.
Please comment.
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13. What do you feel are the main issues and problems that occupational health nursing is facing
at present?
Please comment.
14. What do you believe the future holds for occupational health nursing?
Please comment.
15. If you know any association or society of occupational health nursing in your countly, write
details below giving the chairman's name and address if possible.
16. If you know any relevant person that would be helpful to us or interested in our research,
please write their names and addresses below.
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17. If you have any useful references, articles or books that you think would be beneficial to us,
please write their titles, authors and publishers below.
18. Is there anything else you would like to add about the topics in this questionnaire or about
occupational health nursing that you think we haven't covered?
Please comment.
U
Thank you veiy much for completing the questionnaire and for helping us with this research. If
you feel able to share further information with us, we would greatly appreciate details of any work
you may have published and a brief curriculum vitae which would enhance our understanding of
your career development in occupational health nursing.
Pei-Jen Chang
Professor Jill Macleod Clark
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ADDiTIONAL QUESTIONS FOR MANAGERS
If you are an occupational health manager in the workplace, please continue the following
questions.
1. What key roles and functions do you play in your workplace?
Please comment.
2. What routine activities do you undertake at least once a week?
Please comment.
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4. Within your occupational health team, with which team members do you have the most
contact?
Please comment.












Factors Affecting Occupational Health Nursing Practice
The purpose of this questionnaire is to identify the main factors that affect and influence the
practice of occupational health nursing in the United Kingdom and other countries. It is divided
into four sections.
Section A Explonng your views and ideas about occupational health nursing
Section B: Addnssing the main factors affecting occupational health nursing pnlctice
Section C: Questions nlated to your pmfessional development
Section D: Details about yourself and your nile
Please try to answer all the questions following the instructions given. Most of the questions ask
you to tick a box(es) or to express your opinions in the box. There is space left after several
questions for your other opinions. On the fmal page is a blank sheet. Please write any comments
that you may have, either about your opinions of occupational health nursing or the questionnaire.




Exploring Your Views and Ideas About Occupational
Health Nursing
Qia. Which of the following roles do you consider to be most important in occupational health
nursing? Indicate your choice of the FIVE most important roles by ticking the appropriate box(es).
Your response in Column A should represent your view of the ideal role of an occupational health
nurse and your response in Column B should represent your view in the context of your real-life
or actual role.
Roles of the Occupational Health Nurse	 Column A
	 Column B
Ideal Role	 Actual Role
1. Therapeutic role
2. Emergency responsibility role
3. Health surveillance role
4. Health screening role






Qib. What other roles, not mentioned above, do you feel are important in occupational health
nursing? Please write below.
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Q2a. Which of the following functions do you consider to be most important in occupational
health nursing? Indicate your choice of the TEN most important functions by ticking the
appropriate box(es). Your response in Column A should represent your view of the ideal function
of an occupational health nurse and your response in Column B should represent your view in the
context of your real-life or actual function.
Column A	 Column B
Functions of the Occupational Health Nurse 	 Ideal	 Actual
Function	 Function
Surveillance of the Workers Health
1. Health supervision of workers
2. Assessment of the nature and degree of exposure
3. Undertaking general health surveillance
4. Specific health surveillance
5. Record keeping	 ____________ ___________
Health Pmmotion at Work
6. Health screening
7. Health education and promotion	 ____________ ___________
8. Rehabilitation and resettlement
9. linmunisation
Management of Illness and Injuty at Work
10. Emergency treatment for accident and illness
11. Provision of a routine treatment service
Environment Monitozing and Assessment
12. Fainiliarisation with the work environment




15. Individual counselling	 ____________ ___________
16. Assisting workers with socio-psychological problems 	 ____________ ___________
Education/Tniining
17. First-aid training for workers
	 I	 I
Administmlion
18. Development and maintenance of records
19. Meetings and communication
20. Co-operation with outside agencies
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Q2b. What other functions, not mentioned above, do you feel are important in occupational health
nursing? Please write below.
Q3. What is your definition of occupational health nursing? Please read through the following list
and tick ONE box that most appropriately fits your definition.
Defmition of Occupational Health Nursing 	 Tick
1. The application of nursing principles conserving the health of workers in
all occupations. It involves prevention, recognition, and treatment of
illness and injuiy and requires special skills and knowledge in the fields
of health education and counselling, environmental health, rehabilitation,
and human relations.
2. The speciality that applies professional nursing principles in developing
and carrying out a nursing service tailored to the changing environment
of the specific company as well the needs of its employees.
3. Contributing to the promotion of a high degree of physical and mental
health and well-being of people at work, assisting with the prevention of
illness and injury due to the work undertaken or the working
environment, and providing immediate treatment for illness or injury
arising at work.
4. The application of nursing practice and public health procedures for the
purpose of conserving, promoting and restoring the health of individuals
and groups_through their places of employment. 	 ___________
5. If none of the above is appropriate, please write an alternative definition
below.
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Q4. How would you define the occupational health nurse? Please read through the following list
and tick ONE box that most appropriately fits your definition.
Definition of Occupational Health Nurse 	 Tick
1. The occupational health nurse perceives the worker as a total individual,
treats his or her response to potential and/or existing adverse conditions,
and considers the implications that this response may have on the
individual's family, social, cultural and economic life.
2. A registered professional nurse employed by business, industry, or an
organisation for the purpose of conserving, protecting, or restoring the
health of workers.
3. A registered nurse who gives nursing service under general medical
direction to ill or injured employees or other persons who become ill or
suffer an accident on the premises of a factory or other establishment.
Duties involve a combination of the following: giving first-aid to the ill
or injured, attending to subsequent dressings of employees' injuries,
keeping records of patients treated; preparing accident reports for
compensation or evaluations of applicants and employees; and planning
and carrying out programs involving health education, accident
prevention, evaluation of plant environment, or other activities affecting
the health, welfare, and safety of all personnel. 	 ___________
4. If none of the above is appropriate, please write an alternative defmition
below.
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Q5a. Do you think that occupational health nursing is a specialty which differs from generic
nursing. Please tick box 'YES' or 'NO'.
YES	 NO
Q5b. If YES, what elements contnbute to this difference? Please tick the appropriate box(es).
Elements	 Tick
1. Working with healthy people
	 ___________
2. Preventing diseases and injuries
3. Working in the employees' workplace
4. It is a preventative, health promoting specialty
5. Relative isolation from the main stream of nursing and other health
professionals
6. Not within the scope of nursing as it is usually understood by the public ___________
7. Part of a more multi-disciplinary team, e.g. production, safety
QSc. In what other ways do you feel that occupational health nursing differs from generic nursing?
Please write below.
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Q6. Which of the following characteristics do you believe the effective occupational health nurse




2. Good communication skills
3. A sense of humour





9. Well developed, effective inter-personal skills
10. An enquiring and challenging mind
11. Taking on problems and solving them
12. Good management skills
13. Good basic nursing skills
14. Good skills in written and oral presentation
15. Other characteristics. Please specify.
Q7. What relationship, if any, exists between your role as an occupational health nurse and that
of your colleagues in the community? Please comment below.
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Q8a Which of the following do you feel are unique qualities of occupational health nursing?
Indicate your choice of the FIVE most important unique qualities by ticking the appropriate
box(es).
Unique Qualities of Occupational Health Nursing 	 Tick
1. Preventing ill health and_injury in the workplace 	 ___________
2. Possessing a wide and varied knowledge base
3. Providing health care in an environment dedicated to production and
profit_____________
4. Having the opportunity to establish a long term relationship with a
population and providing continuity of care
5. Having the ability to directly influence decision makers
6. Involving a diversity of problems and challenges 	 ____________
7. Improving working conditions
8. Providing health surveillance and maintenance of health
9. Promoting health in the workplace and community
Q8b. What other qualities of occupational health nursing, not mentioned above, contribute to its
uniqueness? Please write below.
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Section B:
Addressing the Main Factors Affecting Occupational
Health Nursing Practice




Q9b. If YES, please give your reason below.
Q1O. Which of the following models do you feel is the most appropriate? Please tick ONE box
only.
Model of Occupational Health Nursing 	 Tick
I. Hanasaari model




6. Other models. Please specify.
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Qil. If you ticked one of the above models, please give the reasons for your choice below.




Q12b. If YES, in what way is it changing? Indicate your choice of the THREE most important
changes by ticking the appropriate box(es).
Source of Change	 Tick
1. Changes in occupational health nursing education
2. Increasing roles





6. The trend toward prevention and early detection instead of treatment of
injury and primary care
7. Changes in consumers understanding and requirement of occupational
health nursing
Q12c. In what other ways is occupational health nursing changing at present? Please write below.
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Q!13a. Which of the following do you feel are factors that are currently influencing these changes?




2. EEC/UK legislation	 ___________
3. Working processes/Technology changes
4. Politics/Social policy 	 ____________
5. Better awareness of health and environment




9. Developments in industry 	 ___________
10. Cost effectiveness of disease prevention and early detection
11. Cost-benefit analyses
	 ___________
12. Interdisciplinary competition 	 _____________
13. Developing roles of other nursing_practitioners 	 ____________
14. Health care delivery system
Q13b. What other factors, if any, do you feel are currently influencang change in occupational
health nursing? Please write below.
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Q14. Which of the following types of education and preparation do you feel occupational health
nurses need? Indicate your choice of the FiVE most relevant areas by ticking the appropriate
box(es).
Education and Preparation	 Tick
1. A good general education, e.g. Biology, Chemistiy, Physics
2. A RGN qualification with 2 or 3 years post-registration work on the
wards and community
3. General nurse training and education and post-registration occupational
health nurse course
4. Good basic training
5. Knowledge of the community
6. Introduction to occupational health by modules
7. Natural, behaviourial and social sciences
8. Interaction skills
9. Management skills
10. Health promotion knowledge and skills
11. Curative and rehabilitative nursing skills
12. Diploma in nursing
13. Diploma or certificate in occupational health nursing
14. Bachelor of science/Other degree
15. Other education and preparation. Please specifr.
Q15. How important do you think continuing education is for occupational health nurses? Please
tick ONE box only.
Item	 Tick
1. Not important
2. Of little importance
3. Of some importance
4. Most important
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Q16. Which of the following continuing education areas do you feel are most important? Indicate
your choice of the TWENTY most important subjects by ticking the appropriate box(es).
Continuing Education Areas	 Tick	 Continuing Education Areas
	 Tick
Occupational Health and Safety	 Health Pmmolion
1. Toxicology	 27. General health education
2. Occupational disease





5. Noise	 30. Smoking cessation
6. Dust	 31. Family planning	 ______
7. Heat and cold	 32. Health at work
8. Radiation	 33. Rehabilitation
9. Vibration	 34. Lifting and back care
10. Asbestos	 35. Hearing conservation
11. Accident prevention	 36. Healthy eating	 _______
12. Safety administration	 37. Healthy life styles	 ______
13. Fire safety	 38. Stress reduction
14. Micro-electronics	 39. The well woman
Clinical Knowledge/Skills _______	 Screeninglllealth Assessment
15. Accident and emergency
	 40. Audiometry	 ______
16. Injuries/trauma	 _______ 41. Vision Test
17. Hepatitis B infection	 42. Spirometry/Lung function
18. Ophthalmology/eye care
	 43. Electrocardiography	 ______
19. Plastic surgeiy	 44. Cervical screening	 _______
20. Dermatology	 45. General health assessment
21. Neurology	 Social ConcenislPmblems
22. Burns	 46. Alcohol and drug abuse
23. A.I.D.S.	 47. Solvent abuse
Personal Development 	 48. Youth work
24. Further and higher education	 49. Family therapy
	 _______
25. Influencing skills 	 50. Health of the population	 _______
26. Public speaking	 51. Social policy and services
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Manageiial/administration	 79. Staff reporting	 I
52. Management	 Professional Philosophy _______
53. Administration	 80. Ethics
54. Budget planning	 81. Advanced nursing practice	 ______
55. Time management	 82. Extended role of the nurse
56. Use of computer	 83. Professional indemnity
	 ______
57. Report writing	 84. Confidentiality	 ______
58. Team work	 85. The law and the nurse
59. Disaster planning	 86. The work of other health
Communication/Inteipersonal Skills
	 professionals
60. Counselling	 87. UKCC and National Boards
61. Writing skills	 88. Project 2000
62. Record keeping	 Research Related
63. Presentation skills
	 89. Epidemiology	 _______
64. Listening skills	 90. Research methodology
	 _______
65. Effective speaking	 91. Statistics
66. Committee work	 92. Data collection
Teaching	 93. Sources of information
67. Higher teaching certification	 Business Skills
68. Teaching management	 _______ 94. Salesman skills
69. Techniques in teaching	 95. Accountancy	 _______
70. First-aid instruction	 96. Cost-benefit analysis
	 _______
Legislation	 Other Continuing Education Anas
71. Health and Safety Law
	 97. Please specify.




75. Absence and ill health
76. Health and dismissal
77. Recruitment interviewing	 ______
78. Staff development
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Q17a. Which of the following special training areas in occupational health nursing do you feel
are necessaiy for practice? Indicate your choice of the FiVE most important areas by ticking the
appropriate box(es).
Special Training Areas 	 Tick
1. New technology	 ___________
2. Chemical processes
3. The work environment
4. Toxicology	 ___________
5. Occupational medicine
6. Occupational hygiene	 ___________
7. Ergonomics
8. Social skills
9. Technical health screening skills
10. Health surveillance for specific exposures
Q17b. What other special training areas, not mentioned above, do you feel are necessary for
practice? Please write below.
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Q18a. Which of the following main issues and problems is occupational health nursing facing at
present? Indicate your choice of the THREE most important by ticking the appropriate box(es).
Main Issues id Problems 	 Tick
I. Economic recession causing cutbacks in staff and training	 __________
2. Lack of knowledge of what occupational health nursing can provide in
protecting the health and safety of workers
3 Lack of understanding of roles by colleagues and managers	 __________
4 Lack of legislation supporting the promotion of occupational health in
theworkplace	 ___________
5. Lack of team work and lack of acceptance of each other's abilities
6. Lack of recognized qualifications	 ________
7. Lack of understanding of our professional and unique role in the
multidisciplinary team from managers and others
8 Poor communication
Q18b. What other issues and problems do you feel occupational health nursing is facing at
present? Please write below.
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Q19a. What do you believe the future holds for occupational health nursing? Please read through
the following list and tick the ONE box that most appropriately describes your feeling.
Your Feeling	 Tick
1. A constant challenge	 ___________
2. A need to be realistic - the world of the occupational health nurse is far
from safe and secure
3. A recognition that occupational health nurses are good value and an
increased use of their skills in industry and commerce
4. An increase in the standard of preparation and training received by
occupational health nurses
5. A positive and successful future
Q19b. What else do you feel the future holds for occupational health nursing? Please write below.
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Section C:
Questions Related to Your Professional Development
Q20. Please indicate which of: the following STATUTORY qualifications you possess and also
say how many years it is since you gained the qualification. Please give the number(s) of years
in the box.
Statutoiy Qualification	 Qualification Years Since
Possessed	 Gained
1. Registered General Nurse (SRN/RGN)	 __________ __________
2. Enrolled nurse (SEN)	 ___________ ___________
3. Registered Mental Nurse (RMN)	 ________ ________
4. Enrolled Mental Nurse (SEN, EMN) 	 ___________ ___________
5. Registered Nurse Mental Handicap (RNMS/RNMD)	 ___________ ___________
6. Enrolled Nurse Mental Handicap (SEN(MS))	 ___________ ___________
7. Registered Sick Children Nurse (RSCN) 	 ___________ ___________
8. Registered Fever Nurse (RFN)	 _____________ _____________
9. Registered Midwife (SCM)	 ___________ ___________
10. Registered Health Visitor (HV)	 ____________ ____________
11. Other statutory qualifications. Please specify.
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Q21b. If YES, please indicate other professional and academic nursing qualifications you hold and
indicate how many years it is since you obtained the qualification.




3. Occupational Health Nursing Certificate
4. Diploma in Nursing	 ___________ ___________
5. Diploma in Occupational Health Nursing 	 ____________ ____________
6. Higher National Certificate
7. Bachelor Degree in Nursing 	 ___________ ___________
8. Master Degree in Nursing	 _________ ________
9. Other qualifications. Please specify.
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Q22a Have you attended other SHORT professional nursing courses, either on a day release or
block release basis, which are assessed but do not necessarily lead to a fonnal qualification?
Please tick box 'YES' or 'NO'.
YES	 NO
Q22b. If YES, please indicate if you have attended such a course by giving the course name and
the number of years since attended.
Course	 Years Since









Q23i. Are you undertaking a course at present? Please tick box 'YES' or 'NO'.
YES	 NO
I I	 I	 II




2. One day per week
3. Two days per week
4. Evening course
5. Other pattern. Please specify.
Q24a. Would you be interested in obtaining any further academical professional qualifications?
Please tick box 'YES' or 'NO'.
YES	 NO
I	 II





Q25a Did you have any nursing experience (excluding training) in a hospital before your first
occupational health nursing position. Please tick box 'YES' or 'NO'.
YES	 NO
I I	 I	 II
Q25b. If YES, please indicate each type of department you worked in by ticking the appropriate
box(es) and show how many months you spent in each area.
Department of Hospital	 Tick	 Months
1. Medicine
2. Surgery	 ____________ ___________
3. Gynaecology	 ___________ ___________
4. Obstetrics
5. Ophthalmology	 ____________ ___________
6. Intensive Care
7. Operating Theatre
8. Accident & Emergency	 ____________ ___________
9. Neuro-surgery	 ___________ ___________
10. Neurology	 ____________ ___________
11. Orthopaedics	 ____________ ____________
12. Dermatology	 ____________ ____________
13. Paediatrics	 ____________
14. Oncology	 ___________ ___________
15. Geriatrics
16. Psychiatiy	 ___________ ___________
17. Mental Handicap	 ____________ ___________
18. Out-patients Department 	 ________ ________
19. Communicable Disease
20. Ear, Nose & Throat
21. Other departments. Please speciir.
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Q26a. Did you have any nursing practice (excluding training) in the community before taking up
your first occupational health nursing position. Please tick box 'YES' or 'NO'.
YES	 NO
II	 I	 ii
Q26b. If YES, please indicate which areas of nursing practice you worked in by ticking the
appropriate box(es) and indicate how many months you spent in each area.
Nursing Practice in the Community	 Tick	 Months
1. Midwifery	 ________ ________
2. District Nursing	 ____________ ____________
3. Health Visiting	 ____________ ___________
4. School Nursing	 ____________ ___________
5. Community Psychiatric Nursing	 ________ ________
6. Other practice areas. Please specify.
Q27. How many years have you worked in occupational health nursing? Please put the number
of years in the box.
Number of years
Q28. Which of the following types of industry have you had experience of working in during your
occupational health nursing career? Please tick the relevant box(es).
Previous	 Present
Type of Industry	 Employ-	 Employ
ment	 -ment
I. Food	 __________ __________
2. Drink and tobacco
3. Textile	 _________ _________
4. Clothing and footwear 	 __________ _________
5. Leather and its goods	 _________ ________
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Previous	 Present
Type of Industry	 Employ-	 Employ
ment	 -ment
6. Non-metal furniture
7. Paper printing and publishing 	 ___________ ___________
8. Chemical materials
9. Chemical products 	 ___________ ___________
10. Coal and petroleum products	 __________ __________
ii. Rubber products 	 ___________ ___________
12. Plastics products	 ___________ ___________
13. Non-metal mineral products 	 ____________
14. Metal manufacture
15. Metal products	 ___________ ___________
16. Mechanical engineering 	 ____________ ___________
17. Electrical engineering	 ____________ ____________
18. Vehicles
19. Instrumental engineering	 _________ ________
20. Other manufacturing industry	 ____________ ___________
21. Agriculture and fishing	 ___________ ___________
22. Mines and quarner	 ____________ ____________
23. Construction
24. Commerce
25. Water, electricity and gas	 ____________ ____________
26. Banking and insurance
27. Transport and post
	 ____________ ___________
28. Public, social and individual service
29. Other types of industry, Please specif'.
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Q29. What grade is your present position in occupational health nursing? Please tick ONE box
only.





5. Senior Enrolled Nurse in Charge	 ___________
6. Senior Enrolled Nurse
7. Enrolled Nurse
8. Other grade. Please specify.
Q30. How many years have you been in your present position. Please put the number of years in
the box.
Number of years




Q32. What pattern of duty do you work in your present post? Please tick ONE box only.
Your l)uty Pattern	 Tick





6. Other duties. Please specify.
Q33a. Which of the following most closely describes your reasons for choosing a job in
occupational health nursing? Indicate your choice of the THREE most important reasons by
ticking the appropriate box(es).
Reasons for Choice	 Tick
1. To ensure day time work only with no shift work necessary
2. To earn money for essentials, e.g. food, rent or mortgage
3. Higher salary and more annual leave entitlement
4. To develop a professional career
5. Independent work
6. To care for healthy people 	 ___________
7. More challenge	 ___________
8. No other job available
Q33b. For what other reasons, if any, did you choose a job in occupational health nursing? Please
write below.
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Q34a. Which of the following most closely describes your reasons for continuing your present
job? Indicate your choice of the TLLRFE most important reasons by ticking the appropriate
box(es).
Reasons for Continuing Present Job
	 Tick
1. Fixed work pattern with no shift work necessary 	 __________
2. To earn money for essentials, e.g., food, rent or mortgage
3. High salary and more annual leave entitlement
4. To develop a professional career
5. Independent 'cork
6. To care for healthy people	 ___________
7. Good relationships with medical officers
8. Very_important_position in the organisation	 ____________
9. Enjoyment of work
10. Continuing challenge	 ____________
11. Other reasons. Please specify.
Q34b. Where do ou see yourself professionally in the next five and ten years? Please write
below.
Five Years	 Ten Years
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Q35. The table below lists various aspects of job satisfaction. Please rate your satisfaction with






= = = =
Aspect of Job Satisfaction	 A B C D	 Not
________________________________________________ 	 Applicable
Houis
1. The starting and fmishing time of shifts
2. Work hours per week
Facilities for Diitct Cai
3. Availability of supplies/equipment	 I	 I	 I	 I
Relationship ___________
4. Relationship with your department manager 	 ___________
5. Relationship with other team members
6. Relationship with trade unions
7. Relationship with outside agencies 	 ____________
Pmfessional Development	 ____________
8. Opportunities for continuing education
9. Information about developing a career
10. Feedback on your work from managers
11. Feedback on your work from workers
12. Feedback on your work from team members
Roles and Functions
13. Your roles and functions within the department	 ___________
14. Your roles and functions within the
organisation
WeIfaz
15. Your salary	 ________






Details About Yourself and Your Role
Q36. What sex are you? Please tick appropriate box.
Male	 Female
II
Q37. How old are you? Please tick appropriate box.
Age Group	 Tick
1. Less than 25
2. 25 - 34
3. 35 - 44
4. 45 - 54
5. 55 - 65
6. More than 65
Q38. What is your marital status? Please tick appropriate box.
Marital Status	 Tick
1. Married





Q39. How much is your salary per year? Please tick appropriate box.
Your Salary	 Tick
1. Less than £ 10,000	 ___________
2. £ 10,000 - £ 12,999 	 ____________
3. £ 13,000 - £ 15,999	 ___________
4. £ 16,000 - £ 19,999	 ___________
5. £ 20,000 or more
Q40. How many staff are there in your Occupational Health Department? Please put the number
of staff in the relevant column.
Staff (including yourself) 	 Full-time	 Part-time	 Total
Number
1. Nurses	 __________
2. Doctors	 ____________ ____________ ___________
3. First-alders	 ____________ ___________ ___________
4. Industrial Hygienists 	 _____________ ____________ ____________
5. Safety Engineers	 ________ ________ ________
6. Secretaries	 ___________ ___________ ___________
7. Managers	 ___________ ___________ ___________
8. Other staff Please specify.
Total Number
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Q41. Which of the following words best describes professional relationships within your











10. Other descriptions. Please specify.




2. Essential but not the highest priority	 ___________
3. Low priority and not veiy essential
4. Not essential
5. Other. Please specify.
Q43. Approximately how many employees is your occupational health department responsible
for? Please put the number of employees in the boxes.
Male Employees	 Female Employees
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Q44a. What problems and/or barriers, if any, do you feel affect the way you are able to cany out
your role? Please read through the following list and tick the ONE box only that most
appropriately descnbes your feeling.
Problems and/or Barriers 	 Tick
1. Time constraints
2. Lack of understanding ofoccupatioiial health in general 	 __________
3. Misunderstanding by employees 	 ___________
4. Misunderstanding by employers
Q44b. What other problems and bamers affect the way you are able to cany out your role? Please
write below.
Q45. Within your occupational health team, with which members do you have the most contact?
Indicate your choice of the THREE most important persons by ticking the appropriate box(es), and
describe the relationship between yourself and the persons.
Relationship
Contact Members	 Tick
Coopera-	 Profes	 Business	 Poor
tive	 -sional	 -like
1. Medical officers 	 ______ ______ ______ ______ ______
2. Nursing colleagues	 ________ ________ ________ ________ ________
3. Medical centre attendants 	 ______ ______ ______ ______
4. Industrial hygienists 	 ________ ________ ________ ________ _______
5. Safety officers 	 ________ ________ ________ ________
6. Managers	 ________ ________ ________ ________ ________
7. Other members. Please
specify.
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Q46b. If YES, what components are included in the occupational health policy for your
organisation? Please tick appropriate box(es).
Components of Policy for Occupational Health Programs 	 Tick
1. Philosophy/Mission statement
2. Organisational chart/Company description 	 ___________
3. Goals and specific measurable objectives
4. Scope of health services organisation, staffing, and program
5. Job descriptions	 ____________
6. Personnel policies	 ____________
7. Interrelationships with community (referral resources, consultants)
8. Protocols appropriate to cover emergency situations
9. Administration procedures (health services records, reports,
confidentiahtv and accountability)	 ___________
10. Ethical/legal aspects of practice	 ___________
11. Health and environment relationships	 ___________
12. Other components. Please specify.
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Q47. What equipment and facilities are there in your department? Please tick appropriate box(cs).
Equipment and Facilities	 Tick
1. Waiting room
2. Oflice(s) for doctor(s)	 ___________
3. Oflice(s) for nurse(s)	 ____________
4 Equipment and facilities for vision test
5. Equipment and facilities for audiometric test
6. Equipment and facilities for stress test
7. Equipment and facilities for X-ray radiography	 ___________
8. Separate treatment room(s)	 ___________
9. Rest area with bed
10. Private area for health education (counselling and interviewing,
individual or group)	 ___________
11. Conference area
12. Library space (current references, journals, literature for the




16. Staff changing room
17. Toilet/Shower
16. Other equipment and facilities. Please specify.
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Q48a Is there a policy for nurses employed in your organisation? Please tick box 'YES' or 'NO'.
YES	 NO
ii
Q48b. If YES, which of the following components are included in the policies for nurses
employed in your organisation? Please tick the appropriate box(es).
Components of Policies 	 Tick
1. Written professional and para-professional staff requirements including
functions, credentials and skills
2._Clearly_delineated_staffing_patterns	 _________
3. Written job descriptions for each level of staff
4. Written policies regarding staff meetings, staff and professional
development opportunities, access to and use of consultants, and
mechanisms for personal evaluations
5. Budgets for the nursing component as well as the overall occupational
healthprogram	 ___________
6. Other components. Please speci.
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Q49a. Which of the following activities do you feel are most important in your job? Indicate your
choice of the TEN most important activities by ticking the appropriate box(es).
Occupational Health Nursing Activities	 Tick
Health Pmmotion Pregram	 ________
I. Health screening (Vision, Audiometric, Lung function, Stress test) 	 __________





7. Written nursing procedure and protocols for practice	 _________
Written Nuising Care Plans
S. Nursing problems	 ___________
9. Nursing diagnoses	 ___________
10. Nursing activities for problem solving 	 ___________
11. Method of evaluation	 ___________
Programs for Detennining Health Status
12. Physical examinations (Pre-employment, Job placement, Periodic) 	 ___________
13. Health surveillance	 ___________
14. Epidemiology studies
Establishing a Data Baw
15. Comprehensive health histozy including an occupational history	 ___________
16. Physical assessment
17. Screening and baseline laboratory tests
IS. Identification of high risk employees	 ___________
19. Identification of environmental high risk areas
Q49b. What other activities, not previously mentioned, do you feel are most important in your
job? Please wiite below.
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O Please use this space to write asy comments that you may have, either related to your opinion
of occupational health n.uing or about the questionnaire.
TIL4NK YOU VERY MUCH iNDEED H)R COMPLETING THIS
QUESTIONNA IR
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FACTORS AFFECTING OCCUPATIONAL
HEALTH NURSING PRACTICE
Final Stage Survey Questionrniiie
A
Department of Nursing Studies
King's College
University of London
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Factors Affecting Occupational Health Nursing Practice
The purpose of th&s questionnaire is to identify the main factors that affect and influence
the practice of occupational health nursing in the United Kingdom and other countnes.
Please try to answer all the questions following the instructions given. Most of the
questions ask you to tick a box(es) or to give number(s) in the box. On the final page is
a blank sheet. Please write any comments that you may have, either about your opinions
of occupational health nursing or the questionnaire. Any information given will be treated
as strictly confidential and anonymity will be preserved at all times.
Qi. Which of the following roles do you consider to be most important in occupational health
nursing? Indicate your choice of the FiVE most important roles by ticking the appropriate box(es).
Your response in Column A should represent your view of the ideal role of an occupational health
nurse and your response in Column B should represent your view in the context of your real-life
or actual role.
Column Column




2. Emergency responsibility role
3. Health surveillance role 	 _________ ________
4. Health screening role 	 _________ _________
5. Environmental surveillance role
6. Consultant role	 _________
7. Education role
S. Training role	 ________ ________
9. Management role
10. Research role
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Q2. Which of the following functions do you consider to be most important in occupational health
nursing? Indicate your choice of the TEN most important functions by ticking the appropriate
box(es). Your response in Column A should represent your view of the ideal function of an
occupational health nurse and your response in Column B should represent your view in the
context of your real-life or actual function.
Col. A	 Col. B
Functions of the Occupational Health Nuie 	 Ideal	 Actual
Function Function
Surveillance of the Worket's Health
1. Health supervision of workers
2. Assessment of the nature and degree of exposure
3. Undertaking general health surveillance
4 Specific health surveillance
5. Record keeping	 ________ ________
Health Promotion at Work
6. Health screening	 _________ _________
7. Health education and promotion 	 ________ ________
8. Rehabilitation and resettlement
9 Immunisation
Management of illness and Injwy at Work
10. Emergency treatment for accident and illness
11. Provision of a routine treatment service
Environment Monitonng and Assessment
12. Familiarisation with the work environment
13 Informing workers of health hazards
14. Occupational safety	 ______ ______
Counselling_________ ________
15. Individual counselling	 ________ ________
16. Assisting workers with socio-psychological problems 	 ________ ________
Education/Training
17. First-aid training for workers 	 I	 I
Administration______ ______
18 Development and maintenance of records
19. Meetings and communication
20. Co-operation with outside agencies
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Q3. What is your definition of occupational health nursing? Please read through the following list
and tick ONE box that most appropriately fits your definition.
Definition of Occupational Health Nursing 	 Tick
1. The application of nursing principles conserving the health of workers in all
occupations. It involves prevention, recognition, and treatment of illness and
injury and requires special skills and knowledge in the fields of health
education and counselling, environmental health, rehabilitation, and human
relations.
2. The speciality that applies professional nursing principles in developing and
carrying out a nursing service tailored to the changing environment of the
specific company as well the needs of its employees.	 ________
3. Contributing to the promotion of a high degree of physical and mental health
and well-being of people at work, assisting with the prevention of illness and
injury due to the work undertaken or the working environment, and providing
immediate treatment for illness or injury arising at work.
4. The application of nursing practice and public health procedures for the
purpose of conserving, promoting and restoring the health of individuals and
groups through their places of employment. 	 ________
5. If none of the above is appropriate, please write an alternative definition
below.
Q4. How would you define the occupational health nurse? Please read through the following list
and tick ONE box that most appropriately fits your definition.
Definition of Occupational Health Nurse 	 Tick
1. The occupational health nurse perceives the worker as a total individual,
treats his or her response to potential andlor existing adverse conditions, and
considers the implications that this response may have on the individual's
family, social, cultural and economic life.
2. A registered professional nurse employed by business, industry, or an
organisation for the purpose of conserving, protecting, or restoring the health of
workers.
3. A registered nurse who gives nursing service under general medical direction
to ill or injured employees or other persons who become ill or suffer an
accident on the premises of a factory or other establishment. Duties involve a
combination of the following: giving first-aid to the ill or injured, attending to
subsequent dressmgs of employees' injuries, keeping records of patients treated,
preparing accident reports for compensation or evaluations of applicants and
employees; and planning and carrying out programs involving health education,
accident prevention, evaluation of plant environment, or other activities
affecting the health, welfare, and safety of all personnel. 	 _____
4. If none of the above is appropriate, please write an alternative definition
below.
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QSa. Do you think that occupational health nursing is a specialty which differs from generic
nursing. Please tick box 'YES' or 'NO'.
YES	 NO
I	 If
Q5b. If YES, what elements contribute to this difference? Please tick the appropriate box(es).
Elements	 Tick
1. Working with healthy people 	 ______
2. Preventing diseases and injuries
3. Working in the employees' workplace	 ________
4. It is a_preventative,_health promoting_specialty 	 ________
5. Relative isolation from the main stream of nursing and other health
professionals
6. Not within the scope of nursing as it is usually understood by the public 	 ________
7. Part of a more multi-disciplinary team, e.g. production, safety





Q6b. If YES, in what way is it changing? Indicate your choice of the THREE most important
changes by ticking the appropriate box(es).
Sourte of Change	 Tick
1. Changes in occupational health nursing education
2. Increasing roles
3. Development as a specialty 	 _______
4. Economic/Financial change	 ______
5. Political/Social change	 _______
6. The trend toward prevention and early detection instead of treatment of
injury and primary care
7. Changes in consumers understanding and requirement of occupational health
nursing
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Q7. Which of the following main issues and problems is occupational health nursing facing at
present? Indicate your choice of the THREE most important by ticking the appropriate box(es).
Main Issues and Problems	 Tick
1. Economic recession causing cutbacks in staff and training 	 _______
2. Lack of knowledge of what occupational health nursing can provide in
protecting the health and safety of workers
3. Lack of understanding of roles by colleagues and managers 	 _______
4. Lack of legislation supporting the promotion of occupational health in the
workplace	 ________
5. Lack of team work and lack of acceptance of each other's abilities
6. Lack of recognized qualifications 	 ________
7. Lack of understanding of our professional and unique role in the
multidisciplinary team from managers and others
8. Poor communication
QS. What do you believe the future holds for occupational health nursing? Please read through
the following list and tick the ONE box that most appropriately describes your feeling.
Your Feeling	 Tick
1. A constant challenge	 ________
2. A need to be realistic - the world of the occupational health nurse is far
from safe and secure
3. A recognition that occupational health nurses are good value and an
increased use of their skills in industry and commerce
4. An increase in the standard of preparation and training received by
occupational health nurses
5. A positive and successful future
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Q9. Please indicate which of the following STA1IJTORY qualifications you possess and also say
how many years it is since you gained the qualification. Please give the number(s) of years in the
box.
Statutoiy Qualification	 Qualification Years Since
Possessed	 Gained
1. Registered General Nurse (SRN/RGN)	 ________ ________
2. Enrolled nurse (SEN)	 ___________ ___________
3. Registered Mental Nurse (RMN)	 ________ ________
4. Enrolled Mental Nurse (SEN, EMN) 	 _________ _________
5. Registered Nurse Mental Handicap (RNMSIRNMD) 	 ___________ ___________
6. Enrolled Nurse Mental Handicap (SEN(MS)) 	 ___________ ___________
7. Registered Sick Children Nurse (RSCN) 	 ___________ ___________
8. Registered Feier Nurse (RFN) 	 ___________ ___________
9. Registered Midwife (SCM)	 ____________ ___________
10. Registered Health Visitor (HV)	 ____________ ____________
11. Other statutory qualifications. Please specify.





QiOb. If YES, please indicate other professional and academic nursing qualifications you hold and
indicate how many years it is since you obtained the qualification.




3. Occupational Health Nursing Certificate
4. Diploma in Nursing	 ________ ________
5. Diploma in Occupational Health Nursing 	 ________ ________
6. Higher National Certificate
7. Bachelor Degree in Nursing 	 _________ _________
8. Master Degree in Nursing	 ____________ ___________
9. Other qualifications. Please specify.
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Qua Did you have any nursing experience (excluding training) in a hospital before your first




I I 	 I
Qulb. If YES, please indicate each type of department you worked in by ticking the appropriate
box(es) and show how many months you spent in each area.
Department of Hospital	 Tick	 Months
1. Medicine
2. Surgery	 _________ ________
3. Gynaecology	 _________ ________
4. Obstetrics
5. Ophthalmology	 ______ ______
6. Intensive Care
7. Operating Theatre
8. Accident & Emergency 	 ________ ________
9. Neuro-surgery	 _________ ________
10. Neurology	 _________ ________
11. Orthopaedics	 _________ _________
12. Dermatology	 _________ ________
13. Paediatrics
14. Oncology	 _________ ________
15. Geriatrics
16. Psychiatry	 ________ ________
17. Mental Handicap	 ________ ________
18. Out-patients Department	 ______ ______
19. Communicable Disease
20. Ear, Nose & Throat
21. Other departments. Please specify.
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Q12a. Did you have any nursing practice (excluding training) in the community before taking up
your first occupational health nursing position. Please tick box 'YES' or 'NO'.
YES	 NO
Ii	 I	 ii
I I	 I	 'I
Q12b. If YES, please indicate which areas of nursing practice you worked in by ticking the
appropriate box(es) and indicate how many months you spent in each area.
Nulalng Prw.lice in the Community
	 Tick	 Months
1. Midwifery	 _____ _____
2. District Nursing	 ________ ________
3. Health Visiting	 ______ ______
4. School Nursing	 ________ ________
5. Community Psychiatric Nursing 	 _______ _______
6. Other practice areas. Please specify.
Q13. How many years have you worked in occupational health nursing? Please put the number
of years in the box.
Number of years
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QI 4. Which of the following types of industry have you had experience of working in during your
occupational health nursing career? Please tick the relevant box(es).
Previous Present
Type of Industry	 Employ Employ
-ment	 -ment
1. Food	 _______
2. Drink and tobacco	 ________
3. Textile	 ________
4. Clothing and footwear	 ______
5. Leather and its goods	 _________ ________
6. Non-metal furniture	 ______
7. Paper printing and publishing	 ________ _______
8. Chemical materials 	 _______
9. Chemical products 	 _________ ________
10. Coal and petroleum products 	 _________ ________
11. Rubber products	 _________ ________
12. Plastics products	 _________ ________
13. Non-metal mineral products 	 ________ ________
14. Metal manufacture	 ______
15. Metal products	 __________ _________
16. Mechanical engineering	 ______ ______
17. Electrical engineering	 ________ ________
18. Vehicles	 _________
19. Instrumental engineering 	 _________ ________
20. Other manufacturing industry	 ______ _____
21. Agriculture and fishing	 ________ _______
22. Mines and quarner	 ______ _____
23. Construction
24. Commerce
25. Water, electricity and gas	 _________ ________
26. Banking and insurance 	 _______ ______
27. Transport and post 	 ______ _____
28. Public, social and individual service 	 ________
29. Other types of industry, Please specify. 	 ______
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QiS. What grade is your present position in occupational health nursing? Please tick ONE box
only.





5. Senior Enrolled Nurse in Charge 	 _______
6. Senior Enrolled Nurse
7. Enrolled Nurse
8. Other grade. Please specify.









Q18. What pattern of duty do you work in your present post? Please tick ONE box only.
Your Duty Pattern	 Tick





6. Other duties. Please specify.
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Q19. Which of the following most closely describes your reasons for choosing a job in
occupational health nursing? Indicate your choice of the THREE most important reasons by
ticking the appropriate box(es).
Reasons for Choice 	 Tick
1. To ensure day time work only with no shift work necessary
2. To earn money for essentials, e.g. food, rent or mortgage
3. Higher salary and more annual leave entitlement
4. To develop a professional career
5. Independent work
6. To care for healthy people	 ________
7. More challenge	 ________
8. No other job available
9. Other reason, please speci1y.
Q20. Which of the following most closely describes your reasons for continuing your present job?
Indicate your choice of the THREE most important reasons by ticking the appropriate box(es).
Reasons for Continuing Pisent Job	 Tick
1. Fixed work pattern with no shift work necessary 	 _______
2. To earn money for essentials, e.g., food, rent or mortgage
3. High salary and more annual leave entitlement
4. To develop a professional career
5. Independent work
6. To care for healthy people	 _______
7. Good relationships with medical officers
8. Very important position in the organisation	 _______
9. Enjoyment of work
10. Continuing challenge 	 _______
11. Other reasons. Please specify.
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Q21. The table below lists various aspects of job satisfaction. Please rate your satisfaction with






Aspect of b Satisfaction	 A B C D	 Not
__________________________________________ 	 Applicable
Hours
1. The starting and finishing time of shifts
2. Work hours per week
Facilities for Direct Care
3. Availability of supplies/equipment	 I	 I	 I	 I	 I
Relationship _____________
4. Relationship with your department manager 	 ___________
5. Relationship with other team members
6. Relationship with trade unions
7. Relationship with outside agencies 	 ____________
Professional Development	 ___________
8. Opportunities for continuing education
9. Information about developing a career
10. Feedback on your work from managers 	 ________
11. Feedback on your work from workers
12. Feedback on your work from team members
Roles and Functions
13. Your roles and functions within the department 	 ________
14. Your roles and functions within the organisation 	 __________
Welfare _____________
15. Your salary	 _______
16. Your annual leave entitlement
17. Canteen facilities	 -	 _________
18. Recreational facilities
= = = =
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Q23. How old are you? Please tick appropriate box.
Age Gmup	 Tick
1. Less than 25
2. 25 - 34
3. 35 - 44	 ________
4. 45 - 54
5. 55 - 65	 ________
6. More than 65
Q24. What is your marital status? Please tick appropriate box.
Marital Status	 Tick
1. Married	 _______
2. Stable partnership	 ________
3. Single	 ________
4. Widowed/Divorced 	 ________
5. Separated	 ________
Q25. How much is your salary per year? Please tick appropriate box.
Your Salary	 Tick
1. Less than £ 10,000	 ________
2. £ 10,000 - £ 12,999	 ________
3. £ 13,000 - £ 15,999	 ________
4. £ 16,000 - £ 19,999	 ________
5. £ 20,000 or more
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Q26. Approximately how many employees is your occupational health department responsible
for? Please put the number of empioyees in the boxes.
Male Employees	 Female Employees	 Total Number
Q27. Which of the following activities do you feel are most important in your job? Indicate your
choice of the TEN most important activities by ticking the appropriate box(es).
Occupational Health Nuiing Activities 	 Tick
Health Promotion Pmgrnm	 _______






7. Written nursing procedure and protocols for practice 	 ________
Wntten Nuiing Care Plans
8. Nursing problems	 ________
9. Nursing diagnoses 	 _________
10. Nursing activities for problem solving	 ________
11. Method of evaluation	 ________
Prugnuns for Detennining Health Status
12. Physical examinations ( Pre-employment, Job placement, Periodic) 	 ________
13. Health surveillance 	 ______
14. Epidemiology studies	 ________
Establishing a Data Base
15. Comprehensive health history including an occupational history 	 _____
16. Physical assessment
17. Screening and baseline laboratory tests
18. Identification of high risk employees	 _______
19. Identification of environmental high risk areas
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o PIee use this space to wifte any comments hut you may have, either rIated to your opinion
of occupational health nuiing or about the questionnaii.
THANK YOU VERY MUCH iNDEED FOR COMPLETING THIS
QUFTIONNA IRE
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London	 DEPARTMENT OF NURSING SR DIESProfessor Jenifer Wilson-Barneit









I am currently studying for a PhD in the Nursing Studies Department at King's College, University
of London under the supervision of Professor Jill Macleod Clark, and am enclosing my curriculum
vitae. My aim is to try to identify the main factors which affect and influence the practice of
occupational health nursing in the United Kingdom and other countries.
My reason for writing to you is to ask you if you would consider agreeing to participate in this study
as we believe you are a key person in occupational health nursing in this country. Your participation
in the research will invole taking part in a interview with me which I would like to tape-record. If
you do feel able to take part, I would be most grateful if you can contact me by telephone (071 836
5454 ext 3029 or 071 872 3029 directline) or complete the reply slip and return it to me, in the
enclosed SAE.
Any information given will be treated as strictly confidential and anonymity will be preserved at all
time. A summary of the results of the research will be sent to each participant.
Thank you very much for your help. I look forward to hearing from you.
Yours sincerely
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex. aterloo Road, London SE! 8T'. Telephone 071-836 5454. Facsimile 071-872 3219
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It would be very helpful if we could meet in the next week or two, perhaps you could indicate below







Cornwall House Annex, Waterloo Road, London SEI 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
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I am currently studying for a PhD in the Nursing Studies Department at King's College, University
of London under the supervision of Professor Jill Macleod Clark, and am enclosing my curnculum
vitae. My aim is to tiy to identify the main factors which affect and influence the practice of
occupational health nursing in the United Kingdom and other countries.
My reason for writing to you is to ask you if you would consider agreeing to participate in this study
as we believe you are a key person in occupational health nursing in your country. Your participation
in the research will involve the completion of a postal questionnaire.
If you do feel able to participate I would be most grateful if you complete and return the enclosed
questionnaire in the envelope provided by Wednesday 10 April 1991. Any information given will be
treated as strictly confidential and anonymity will be preserved at all times. A summary of the results
of the research will be sent to each participant.
if you have any queries about this project, please do get in touch. Thank you very much for your help.
I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, aterIoo Road, London SEt 8T. Telephone 071-836 5454. Facsimile 071-872 3219
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London	 DEPARTMENT OF NURSING Sit DIESProfessor jenifer Wilson-Barnett









I am currently studying for a PhD in the Nursing Studies Department at King's College, University
of London under the supervision of Professor Jill Macleod Clark, and am enclosing my curriculum
vitae.
My research aim is to try to identify the main factors which affect and influence the practice of
occupational health nursing in the United Kingdom and other countries. In the first instance, I would
like the opportunity to explore the ideas and beliefs about occupational health nursing held by key
persons in the field. In 1989 1 visited four companies in the U.S.A. ( New England Telephone,
Bethlehem Steel, Shell Oil, and Chevron Corporation ). I am now anxious to further my understanding
about the development and future of occupational health nursing in your country.
I am therefore writing this letter in order to identify the key persons in this field in the U.S.A. and
would be most grateful if you could recommend key persons and send me details of their names,
addresses, and workplaces at your earliest convenience. In the meantime, I would like, if it is possible,
to join your association and become a member of AAOHN. If appropriate, perhaps you could send
me the application forms and any other pertinent information.
Your kind assistance is greatly appreciated. I look forward to hearing from you
Yours sincerely
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, VaterIoo Road. London SEI 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
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This letter is an attempt to improve the response rate of questionnaire. If you have already returned
your questionnaire, please ignore this reminder and accept my apologies for any inconvenience I
caused. If you have not returned your questionnaire, then I would be veiy grateflul if you could
complete the attached and return it in the enclosed envelope as soon as possible.
Thank you so much for giving up your time to talk with me about my study and for offering me the
opportunity to explore ideas and beliefs about occupational health nursing with you. I feel I have
gained a great deal of valuable information from you and hope you would feel happy to continue my
dialogue in the future.
I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, aterIoo Road, London SEI 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
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{FIELD)9-, (FIELD) 10- (FIELD) 11-
{FIELD}12-
Dear {FIELD)1-. {FIELD}2-,
You may remember that I wrote to you in July about the research I am currently undertaking to
identify the main factors which affect and influence the practice of occupational health nursing in the
United Kingdom and other countries.
The original postal questionnaire was sent to you on 9 July 1991 and this letter is an attempt to
improve the response rate of questionnaire. If you have already returned your questionnaire, please
ignore this reminder and accept my apologies for any inconvenience I caused. If you have not returned
your questionnaire, then I would be very grateful if you could complete the attached and return it as
soon as possible.
I am enclosing a copy of my original letter to remind you of the details of this research. Your ideas
and beliefs about occupational health nursing are very important for this study. Thank you very much
for your help. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, aterIoo Road, London SE1 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
C6. Letter to the secretaries of
	
LETTERS	 425











I am currently studying for a PhD in the Nursing Studies Department at King's College, University
of London under the supervision of Professor Jill Macleod Clark.
I am undertaking a survey in order to identify the main factors which affect and influence the practice
of occupational health nursing in the United Kingdom and other countries. I would like to include a
representative sample of occupational health nurses in this survey, and am writing to seek your
permission to use the namelist of your local group of the Society of Occupational Health Nursmg. Any
information given will of course be treated as strictly confidential and anonymity will be preserved
at all times. A summaly of the results of the research will be sent to you.
I enclose a copy of my curriculum vitae for your information and would be most grateful if you
would be kind enough to send me the namelist and any other pertinent information at your earliest
convenience. If you have any queries about this survey, please do not hesitate to contact me or my
supervisor.
Thank you very much for your help. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, ateroo Road, London SE1 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
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Dear F1ELD} 1— {FIELD)2—,
Further to my letter of 27 April 1 am writing to seek your permission to use the namelist of your local
group of the Society of Occupational Health Nursing. If you have already sent your namelist, please
ignore this reminder and accept my apologies for any inconvenience caused. If you have not sent your
namelist, then I would be vezy grateful if you could send it as soon as possible. If you are no longer
the chairman or secretary in your local group, perhaps you would kind enough to refer my letter to
appropriate person in your group
I would like to recruit a representative sample of occupational health nurses in this survey. Your local
group namelist is very important for this study. Enclosed is a copy of my original letter to remind you
of the details of this survey.
Thank you very much for your help. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, Waterloo Road, London SE1 aiX. Telephone 071-836 5454. Facsimile 071-872 3219












My name is Pei-Jen Chang. I was an Occupational Health Nurse and Lecturer in Taiwan for several
years. Now I am currently studying for a PhD in Nursing Studies at King's College, University of
London under the supervision of Professor Jill Macleod Clark. I am grateful to Mrs Marshall for
giving me the opportunity to introduce myself to you.
I am undertaking a study which aims to identify the main factors which affect and influence the
practice of occupational health nursing in the United Kingdom and other countries. During the first
stage of the work, I interviewed 25 key persons in occupational health nursing and the observed nurses
in practice in 11 companies.
I have been very fortunate in finding that everyone I met has been extremely kind and helpful and has
given me a great deal of information. Now I am gradually gaining a clear picture of occupational
health nursing in United Kingdom. I would like to say "Thank you very much" to all I have met.
For the next stage of the research, I am designing the occupational health nurse's questionnaire and
this will form the main part of my study. However, I am finding it very difficult to get access to a
representative group of occupational health nurses in the United Kingdom. If you have any suggestions
about this or would wish to make any comments on my study, please do not hesitate to contact me.
My address and telephone number are as follows:
Pei-Jen Chang
Department of Nursing Studies
Cornwall House Annex
Waterloo Road
London SEt SIX (Telephone: 071-872 3029)
I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Cornwall House Annex, VaterIoo Road, London SE1 81'X. Tdephone 07 1-836 5454. Facsimile 071-872 3219





London	 DEPARTMENT OF NURSING STUDIESProfeuor jemfer Wilaon-Barnett
LONDON	 PhD.SRN,FRCN
Head of Department






Thank you so much for giving up your time to talk with me about my study and for offering me the
opportunity to explore ideas and beliefs about occupational health nursing with you. I feel I have
gained a great deal of valuable information from you and hope you would feel happy to continue our
dialogue in the future.
I have now finished my phase I study and am structuring the phase II study questionnaire. I would
veiy much appreciate it if you would be kind enough to help me again by criticising my phase II
questionnaire.
If you find questionnaire which are unclear, incomprehensible or confusing please do point these out.
Any suggestions for improvement would be grateful received.
Your kind assistance is greatly appreciated. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, Waterloo Road, London SE! 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
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Dear {FIELD}3- {FIELD }4- (FIELD }5-,
I am currently studying for a PhD in the Nursing Studies Department at King's College, University
of London under the supervision of Professor Jill Macleod Clark. We would like to ask you to help
us with our survey which is attempting to identify the main factors that affect and influence the
practice of occupational health nursing in the United Kingdom and other countries. Your participation
will involve the completion of the enclosed postal questionnaire.
We are most anxious to gain the views of a representative sample of occupational health nurses and
were therefore given permission to approach you by the Chairman/Secretary of your local group of
the Society of Occupational Health Nursing, who passed on a membership list. Your opinions and
views will provide us with invaluable information which could potentially influence future policy,
education and practice in Occupational Health Nursing.
We do hope that you will feel able to participate and we would be most grateful if you could complete
and return the enclosed questionnaire in the SAE provided no later than Friday, 22 November 1991.
Any information given will be treated as strictly confidential and anonymity will be preserved at all
tunes.
If you have any queries about this survey, please do get in touch. Thank you very much for your help.
I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, aterloo Road. London SEJ STX. Telephone 071-836 5454. Facsimile 071-872 3219















You may remember that I wrote to you in November about the research I am currently undertaking
to identify the main factors which affect and influence the practice of occupational health nursing in
the United Kingdom and other countries.
The original postal questionnaire was sent to you in November but I do not appear to have received
a response from you yet. If you have already returned your questionnaire, please ignore this reminder
and accept my apologies for any inconvenience I have caused. If you have not returned your
questionnaire, then I would be veiy grateful if you could complete and return it as soon as possible.
I hope to finish my UK data collection by December and will be continuing data collection in other
countries. Since time is limited a speedy response would be most appreciated. A summaiy of the result
of this research will be sent to the ChairmanlSecretaiy of your local group of the Society of
Occupational Health Nursing.
Your ideas and beliefs about occupational health nursing are veiy important for this study. Thank you
very much for your help. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Cornwall House Annex, Waterloo Road, London SE1 8TX. Telephone 071-836 5454. Facsimile 071-872 3219
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You may remember that I wrote to you last year about the research I am currently undertaking to
identify the main factors which affect and influence the practice of occupational health nursing in the
United Kingdom and other countries.
I have now reached the final stage of this research and this involves gathering data from occupational
health nurses who have not actively participated in the study to date. You will therefore find a
questionnaire enclosed with this letter which we hope you will complete in order to help us. Your
ideas and beliefs about occupational health nursing are very important for the study.
I would be most grateful if you could complete and return the enclosed questionnaire in the SAE
provided no later than Monday, 29 June 1992. Any information given will be treated as strictly
confidential and anonymity will be preserved at all times.
Thank you very much for your help. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
Enc
Cornwall House Annex, aterIoo Road, London SE1 8TX. Telephone 071-836 5454. Facsimile 071-872 3219


















You may remember that I wrote to you in June about the research I am currently undertaking to
identify the main factors which affect and influence the practice of occupational health nursing in the
United Kingdom and other countries.
The original postal questionnaire was sent to you on 19 June but I do not appear to have received a
response from you yet. If you have already returned your questionnaire, please ignore this reminder
and accept my apulogies for any inconvenience I have caused. If you have not returned your
questionnaire, then I would be veiy grateful if you could complete and return the enclosed
questionnaire m the SAE provided as soon as possible.
Thank you very much for your help. I look forward to hearing from you.
Yours sincerely,
Pei-Jen Chang RN BSc MSc
Research Fellow
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Appendix D3. Models in Occupalional Health Nwsing
D3.1 Inlmduclion
The need for, and use of models in OH nursing will be discussed with reference to eight models
developed in the 15 years. Each model will be briefly described and illustrated where necessaly,
providing a comparative review of their strengths and weaknesses.
D3.2 Definition of model
According to Schröck (1984): "a model is made up of essential components which have been
identified as being central to the undertaking in hand"; and "models are - - - - constructs which
help us order important concepts or components in a particular way which promises to lead to a
desired objective".
Clark (1984) points out that: "a model may encompass several theories and may give rise to
additional testable theory".
Wright (1990) defines a model as: "a model is simply a way for nurses to organise their thinking
about nursing and then to transfer that thinking into practice with order and effectiveness ";and
"models are frameworks, built up from collections of ideas or general notions about things known
as 'concepts'".
According to Riehl and Roy (1980): "a model is a conceptual representation of reality"; "a nursing
model is a symbolic picture of nursing and a framework upon which to base nursing practice";
and "a conceptual model for nursing practice is a systematically constructed, scientifically based,
and logically related set of concepts which identify the essential components of nursing practice
together with the theoretical bases for these concepts and values required in their use by the
practitioner".
Thus a nursing model that conforms to this definition incorporates three basic components: the
client, the goal of nursing intervention, and the activities involved in nursing intervention.
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Torres (1980) defines "a theory as a set of interrelated concepts that give to a systematic view of
a phenomenon that is explanatoiy and predictive in nature".
Stevens (1979) points out the relationship between nursing theoiy and practice as follows:
"Nursing theory and practice are sometimes viewed as two separate entities with only a vague
interconnection. In reality theory and practice are two related components in a unified nursing
discipline. Theory arises out of practice, and once validated, returns to direct or explain that
practice."
Clark (1984) also describes the need of a framework for a nursing model: "Practice, in order to
be systemic rather than haphazard, requires a framework that arises from a specific approach to
the client. This framework is the contribution made by a nursing model."
D3.3 The need for a model I value of models
Since 1989 only one OH nursing conceptual framework is available in the UK: the Hanasaari
conceptual model or OH nurses. In the Hanasaari conceptual framework OH is built on three
points: man, health and work. Based on this triangle the OH nurse is reaching out to them through
care, promotion, prevention, teamwork and research/value. This nurse's interaction is shown by
sweeping arrows which meet the ecological, social, political, economical and organisational
factors. However the factors composing the interaction, that is care, prevention, promotion,
teamwork and research/value are mixed between factors which are nursing goals and processes
(prevention, care promotion) and underlying factors that support and modify nursing services
provided to achieve the nursing goal itself such as prevention or promotion of health.
Over a period of several years since first beginning to study models of nursing and during this
research the investigator has developed a conceptual model of nursmg which applied to OH
nursing, has inevitably shaped the research presented here.
D3.4 Developing a model for occupational health nursing
Many authors have attempted to provide a framework or conceptual model for OH nursing
industry as the CE-OHN Conceptual Framework Model (Giies, l98O), Conceptual Model for the
Occupational Health Nurse Clinical Specialist (Dees, 1984), Conceptual Model for Occupational
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Health Nursing Practice (Moths, 1985), Wilkinson Windmill Model (Wilkinson, 1990), Hanasaari
Conceptual Model (Alston, 1990), Honeywell Conceptual Model (Ossler, 1990), Lundberg
Theoretical Model (Lundberg, 1992), and the Maclag Practical Model (Macjag, 1993). However,
to date no practice based model has been developed from which occupational health nurses can
gain a greater understanding and depth of knowledge. (Td,le D3.1)
D3.4.l The Walton-Cities CE-OHN Conceptual Framework Model
The goal of the proposed CE-OHN Conceptual Framework Model is to clearly define the
elements: the recipient of nursing care; the nursing process; management support need; budget
allocations; continuing education offerings; and the biopsychosocial factors influencing these
elements. This model is client-centred with the focus on the health care needs of the employee
(Cities, 1980).
The CEr-OHN Conceptual Framework Model was presented by Cities in 1980. The focus of this
model was the exploration of attitudes, beliefs, and values to begin an analysis of how and why
continuing education is valued by the OH nurse. This model used the Roy's Adaptation Model as
an explanation for the foundation for continuing education in OH nursing. The model is limited,
dated and confined to continuing education. It does not provide an adequate framework for use
in the wider context of OH nursing.
D3.4.2 The Dees Conceptual Model
The Conceptual Model for the Occupational Health Nurse Clinical Specialist was generated in
1984 by Dees. The purpose of this model was to present a conceptual framework for OH nursing
clinical specialists, which would be used to guide and provide direction in the practice. This model
is described in a language accessible to nursing staff, but it fails to mention outside environmental
influences on the OH nursing practice.
D3.4.3 The Morris Conceptual Model
Morris described a Conceptual Model for Occupational Health Nursing Practice in 1985. The
model attempts to predict the quality of health care provided in the occupational environment.
Roles overlap and conflict in this model and macro environmental factors are again not
mcorporated.
The nurse accomplishes quality patient care by assuming several roles:
1) Provider of physical patient care;
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2) Continual assessment and monitoring of the workplace and employee to identify
condition changes and take appropriate action;
3) Teach neccssaiy information regarding: work hazards, health and safety procedures, and
lifestyle factors affecting health condition to allow the employee to participate in care;
4) Serve as a patient advocate and liaison between the employee, safety, management,
labour, etc.;
5) Referral to appropriate community service;
6) Emotional Support for empioyees and family.
To start the nursing process, the employee and nurse develop interventions focused on maintaining
and improving the employee's health state. The nurse first considers the components that make
up the individual employee. These patient or employee components must be considered a part of
the whole person to insure adequate care. These component parts include:
1) Intellectual - level of information, ability to learn, perception, sense of control, and
participation in personal health maintenance;
2) Psychosocial - love, caring, belonging, sharing, support systems;
3) Spiritual - beliefs, attitudes;
4) Physical - lifestyle, work and health history, current health status.
OH nursing means expanding the traditional role by developing a model for nursing practice
which depicts the role of the nurse, and how the nurse relates to the health team within the
physical and social environment. In the model the role of the nurse is depicted as consisting of
four parts: team member, manager, professional, and patient care provider (Morris, 1985).
D3.4.4 The Honeywell Conceptual Model
The Honeywell Conceptual Model was presented by Ossler in 1990. The purpose of this model
is to describe the challenges facing OH nursing over the next decade along with approaches to
OH nursing practice that allow for its optimal contribution ie costs-effectiveness, prevention and
quality health and safety care for workers. OH nursing practice can be evaluated using this model,
but again it is not possible to show how the outside environment influences practice.
This is a model for the practice of OH nursing that is based on a system theory approach. System
theory proposes that all systems - be they individuals, professions or organisations - exist within
a context or environment that influences the function of that system. In OH nursing our system -
viewed as the practice of the speciality - functions within an environment that is shared by our
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employers and the workers to whom we provide care. There are four major environmental factors:
political, economic, legal, and socio-cultural.
From the environment came matter, information and energy that are received or taken in by the
system as resources with which to do its work. These are called inputs and examples are the
workers themselves, the management and its style, the organisation, the work, the health and
safety staff, money to fund OH, and so forth. These inputs are manipulated and used by processes,
or throughput, to create the product or outcome of the system. The processes describe the major
functions of the OH nursing: direct care, management of the health function, safety, environmental
surveillance, research, case management, counselling, and so forth. The outcomes of OH nursing
are perceived as multiple but each is related to the overall goal or mission of the profession:
worker health and safety. We must be mindful that this goal of OH nursing must be realised
within the larger mission of the employing organisation: which is usually to provide a product that
returns monetary profit when sold.
03.4.5 The Wilkinson Windmill Model (WWM)
Wilkinson described the more dynamic Windmill Model in 1990. The main purpose of the
Windmill Model is to depict clearly and sufficiently the interrelationships between the various
parts of the model and to explain the critical role of the OH nursing. This Windmill Model
provides a simple and dynamic means of explaining professional development and outside
environmental influences. However its weakness is its failure to show how to evaluate the
outcome of OH nursing practice.
The WWM consists of five major parts: the core, the hub, the windwheel with four blades, the
base, and the winds of influence. The core represents the workers of a given organisation, while
the hub represents the OH nurse. The four blades are labelled: work environment, administration
and management, interdisciplinary support team required in OH care, and OH programmes. The
base is made of bricks, with each brick representing levels of professional training, practice
qualities, and special skills of the OH nurse. The winds of influence drive the machine, and with
proper management the machine produces work in the form of products or services.
The WWM may be considered a micro-model of the Human-Environment Interaction nursing
macro-model developed by Buchanan (198*), which was a modification of the Neuman systems
model of nursing (Ref). The purpose of both models are to identify and discuss the nurse's role.
Both models focus on the variables affecting the nurse, the client, and the nurse-client relationship.
Both models also portray health care as a collaborative decision making process.
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D3.4.6 The Hanasaan Conceptual Model
Aiston (1989) generated a model from the raw material discussed in the Hanasaari conference and
the framework which has now become part of the ENB's 1990 syllabus for the OH Nurse. The
model is discussed in relation to concepts and theories and their application to OH Practice. This
model remains in a conceptual stage and does not address its potential for use in practice.
Delegates at the Hanasaari conference had considered four key issues: nursing concepts relevant
to OH practice; priority areas for OH practice; team work and the need for an all-embracing
conceptual model; and establishing links between ideas about OH.
The model builds on the iraditional OH triangle of man, health and work. Around this triangle
there is a circle of care, promotion, prevention, team work and research. Built around this is a
pentagonal of the broader, global concepts which are ecological, political, social, economic and
organisational.
OH nursing interaction lies at the centre point. The sweeping arrows show the nurse reaching out
to and embracing all the concepts. But in illustrating the model, the arrows can be turned inwards.
Here the implication is clear - either OH nurses expand and develop or they will go round in
circles and possibly sink without trace. This has been the fate of some in organisations which have
been looking for savings and have judged OH to be ineffective (Alston, 1990).
D3.4.7 The Lundberg Theoretical Model
The Lundberg Theoretical Model is a step in developing OH nursing theory. Feedback control
theory (Gupta, 1970) is used in considering the dynamic processes at the heart of the OH services
delivery model.
Assumptions for the Lundberg Theoretical Model:
The Lundberg Theoretical Model is based on a number of assumptions about the cientlworkers,
the work environment, and OH nurses (Hanchett, 1990; Rogers, 1988):
Workers are rational humans capable of making decisions, setting goals, and assuming
responsibility.
1) Workers are free to accept or reject health related interventions from the OH nurse
(Dees, 1984).
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2) Workers generally will assume personal responsibility for self protection from
hazardous exposures when the employer provides adequate knowledge and materials for
protection.
3) There am multiple levels of organisational interaction and complex interrelationships
between work and non-work environments and the factors that precipitate health or illness
among the aggregate of workers (Bernhardt, 198$; Buchanan, 1987).
4) The OH nurse places high value on health and safety.
5) The OH nurse provides ethical interventions, confidentiality, and privacy to all
employees.
6) OH nursing goals will complement and reflect both the mission of the organisation and
the mission of nursing.
The model has five major components: the non-workplace (external) environment, the workplace
(internal) environment, the aggregate of workers, OH and safety team input, and output. Elements
of each component are delineated. Overlap among elements is recognised (Lundberg, 1992).
D3.4.8 The Macjag Practical Model
The Maciag Practical Model utilised two approaches to providing health services in occupational
settings. The individual model is a model that has been practised over the years by OH nurses.
The group model is a newer approach that uses public health principles in providing services.
The individual model focuses on single health issues. It is the traditional model adopted in the past
by many OH units. An employee becomes ill or injured and visits the health oftice for treatment
or counselling from the OH nurse. The treatment consists of direct, hands-on care (physical
examinations, measuring blood pressure, changing dressings, giving inoculations and allergy shots,
etc.). The nurse administers treatment or medication, gives advice, or makes referrals to other
professionals. Little distinction is made between occupational and personal health issues.
Many employees favour this model of direct, hands-on nursing care. It is convenient and free.
Employees can seek health advice and treatment on work tune rather than having to visit private
physicians, where personal time and co-payments are required. Many supervisors like this form
of service as well. A professional is available to speak to employees who are ill or upset, and this
may alleviate some of the stress than can occur between supervisors and employees. Numerous
OH nurses like this model also. It is familiar; comfortable, and rewarding to respond to an
employee's immediate health needs. These are direct services that nurses have traditionally
provided in a variety of health settings.
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In the individual model a great deal of professional time is spent on a small percentage of the
employee population seeking treatment for personal health concerns. These services may be
expensive for companies to provide in the workplace, particularly since many employers are
already subsidising personal health care through company health insurance plans. If a nurse's time
is spent providing a host of personal health services, other organisational OH matters such as
emergency response training, disaster planning, tracking ergonomic illnesses, or managmg health
care costs may be neglected.
The group model describes a public health approach. The goal of public health is to promote the
highest level of physical, mental, and social well being for all people (Lancaster, 1984). Hoc ever,
the number of services that can be provided is always limited. Decisions must be made about
whether to support or fund one programme over another.
Resources are limited in industiy as well. Priorities need to be established for various health
programmes that a company wishes to provide. To provide the greatest benefit for the greatest
number of people, this model focuses on the entire population of workers rather than on individual
employees.
The group model focuses on OH issues and employees at risk, so it is based at the worksite
Nurses make regular visits to work areas to assess and intervene in health related problems. OH
nurses use epidemiological principles to diagnose and treat OH disorders. Data are collected and
maintained in such a way that they are easily retrieved, and analysed regularly for prevalence of
disease in the population.
In addition to maintaining individual health records, OH nurses keep aggregate accident and
surveillance records. They use this infonnation to calculate incidence and severity rates, to
uncover injury and illness trends, to identify health needs, to evaluate programmes, to justify
budgets, and to guide administrative decisions.
Indirect health services such as programme planning, policy and procedure development, and
training are primaiy prevention services directed toward reducing injury and illness and
maintaining a healthy work environment for all. OH nurses continue to provide a variety of direct
services to employees who are injured on the job. In fact, skills in physical assessment, emergency
response, and workers' compensation case management arc highly regarded..
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In this model, counselling for personal health issues such as heart disease, cancer and diabetes risk
reduction is not routinely provided to individuals. The bulk of this information is offered through
health promotion programmes for groups of employees, and in some cases for family members
as well.
They involve employees in planning. They provide low cost health assessments, offer behavioral
change programmes, teach self care skills, and promote a healthy corporate culture. In the group
model, the 'occupational' part of OH nursing practice is stressed even though the line between
personal and OH issues is sometimes blurred (Maciag, 1993).
D3.4.9 The Homeodynamic Self-Care Field (HSCF) Model
The Homeodynamic Self-Care Field (HSCF) Model described by Yoo in 1993. This model
illustrated healthy state is maintained by homeodynamic interaction between man and environment
through man's self-care ability in the time - space continuum from past to present. This is achieved
with appropriate support. The dynamic model would be extremely complicated as a practice model
for OH nursmg. There are conceptual inadequacies an further research is required to establish
income and relationships.
As discussed above, many papers provide a framework or conceptual model for OH nursing, e.g.
Gries (1980), Dees (1984), Morris (1985), Wilkinson (1990), Hanasaari (1990), Ossler (1990),
Lundberg (1992), Maclag (1993). However there is no practicer-based model from which OH
nurses can gain a greater understanding and depth of knowledge. OH nurses are required to keep
abreast of new developments in both their own practice and related OH fields, but are also forced
to respond and react to continuing changes in the workplace and society. Thus it is important to
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Appendix E. Possible Reasons for Non-significant Variable
A total of 9 internal factors were found not to be significantly associated with OH nursing
practice. Two of these were related to perceptions and beliefs, namely the definition of OH
nursing and the definition of OH nurse. Two more were related to the OH team, the y
 were the
type of staff in the OH department and professional relationships. The four related to professional
background were statutory qualifications, attendance at a short course, experience in the
community and experience in OH. One internal factor not associated significantl y with OH
practice was concerned with the working environment, this was the importance of OH. There are
a number of possible reasons why these factors were not found to be significantly associated with
OH practice. One possible reason is the relative size of responses of certain variables in relation
to others. For example, experience in the community was endorsed by only 36% of respondents
in contrast to 97% who endorsed hospital experience. Another possible reason for a lack of
association is the competitive results from other variables. For example, it is possible that the size
of an organisation (number of employees) over shadows the relevance of the number of staff in
the department. Finally, it is also possible that some of these factors will indirectly mfluence OH
practice, and therefore will not be directly or significantly associated with practice. For example,
this explanation may be relevant to the definitions of the OH nurse and OH nursing, which may
both be perceived as oblique descriptions of what OH nurses do and what they are.
Of the 10 personal factors studied four were found not to be significantly associated with OH
practice, and were therefore not considered to be confounding variables. These factors were:
marital status, the number of working hours, reasons for choosing the job and job satisfaction.
Out of the 14 potential external factors only two were found not to be significantly associated with
OH nursing practice. These were ecological change and the development of industry. It is bkely
that the reason for this is that any change in either of these factors would not be immediately
evident to respondents, or perhaps not perceived as personally relevant to them. The dissemination
of the effects of both ecological change and industrial development may take many years. It is
therefore proposed that these two external factors are more indirectly related to OH nursing
practice than are the other 12 factors studied.
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